Perceptions of reentry: the role of postincarceration policy in accessing physical health, mental health, and substance use services post release for people with substance use disorder within 30 days of leaving prison by Hall, Taylor Lynn
Boston University
OpenBU http://open.bu.edu
Theses & Dissertations Boston University Theses & Dissertations
2019
Perceptions of reentry: the role of
postincarceration policy in
accessing physical health, mental
health, and substance use services
post release for people with
substance use disorder within 30
days of leaving prison
https://hdl.handle.net/2144/38795
Boston University
 BOSTON UNIVERSITY 
 
GRADUATE SCHOOL OF ARTS AND SCIENCES 
 
 
 
 
 
Dissertation 
 
 
 
 
 
PERCEPTIONS OF REENTRY: THE ROLE OF POSTINCARCERATION 
POLICY IN ACCESSING PHYSICAL HEALTH, MENTAL HEALTH, AND 
SUBSTANCE USE SERVICES POST RELEASE FOR PEOPLE WITH 
SUBSTANCE USE DISORDER WITHIN 30 DAYS OF LEAVING PRISON 
 
 
 
by 
 
 
 
 
TAYLOR LYNN HALL 
 
B.A., Bridgewater State College, 2010 
M.A., UMass Boston, 2012 
 
 
 
 
 
Submitted in partial fulfillment of the 
 
requirements for the degree of 
 
Doctor of Philosophy 
 
2019 
  
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 © 2019 by 
  TAYLOR LYNN HALL 
  All rights reserved 
 
 
Approved by 
 
 
 
 
 
 
 
First Reader   
 Linda S. Sprague Martinez, Ph.D. 
 Assistant Professor of Macro Practice 
 
 
 
 
 
Second Reader   
 Lena Lundgren, Ph.D. 
 Professor, Graduate School of Social Work 
 University of Denver 
 
 
 
 
 
Third Reader   
 Shea W. Cronin, Ph.D. 
 Assistant Professor of Criminal Justice 
  
  iv 
 
 
 
DEDICATION 
This dissertation was completely born from the spirits and admiration of those I 
worked with in prison, during street outreach, at Span. I hope this work, and work I vow 
to dedicate my career to, changes the system and provides a society in which we can all 
thrive. To all of my colleagues I’ve struggled through classes with these last 13 years of 
higher education, who told me to keep chugging along each time I wanted to give up. To 
my students who believed in me every step of the way and who’s interest in my work 
brings light to their eyes; that look kept me going. My many mentors from the minute I 
stepped foot in a college over a decade ago as a first gen, fish out of water. Somehow, I 
was lucky enough to find support at each school I attended: Jodi Cohen, Stephanie 
Hartwell, and Lena Lundgren. These women showed me that I had something in me, a 
desire to never settle and stir the pot by asking “WHY?’, not stopping until I am satisfied, 
and justice was achieved. They also modeled work life balance, self-care, helping me feel 
strong in my values that family comes first. To my family, as I tear up writing this…they 
have seen me at my lowest points writing this dissertation, but always believed in me and 
told me they were proud. Too many supports to name, but it couldn’t get done without 
every single one of you.  
 
 
 
 
  v 
ACKNOWLEDGEMENTS 
 Thank you, first and foremost, to Boston University for funding this dissertation. 
The folks I surveyed and interviewed for this work felt that their time was valued, and 
their voices were heard. Having worked in the intersection of the criminal justice and 
social work fields, I have seen first-hand the resiliency in human beings. Unfortunately, 
that does nothing to prepare you for graduate school! For that, I have my amazingly 
patient, kind, supportive committee. To Linda Sprague Martinez, Lena Lundgren, Shea 
Cronin, Tom Byrne, and Steffi Hartwell- thank you all for keeping me driven and 
focused. You were the most approachable, down to earth committee I could have 
imagined. Thank you for the constant support and positivity- I needed it and I needed you 
all. You all have made an indescribable difference in my life. I hope I’ve made you 
proud. THANK YOU! 
 
 
 
 
 
 
 
 
 
  vi 
PERCEPTIONS OF REENTRY: THE ROLE OF POSTINCARCERATION 
POLICY IN ACCESSING PHYSICAL HEALTH, MENTAL HEALTH, AND 
SUBSTANCE USE SERVICES POST RELEASE FOR PEOPLE WITH 
SUBSTANCE USE DISORDER WITHIN 30 DAYS OF LEAVING PRISON 
 
TAYLOR LYNN HALL 
 
Graduate School of Arts and Sciences, 2019 
 
Major Professor: Linda Sprague Martinez, Assistant Professor of ??????????????  
 
 
ABSTRACT 
 
The US criminal justice system holds more than 2.3 million people, with 
approximately 641,000 being released back into the community each year (Carson & 
Anderson, 2016). One in five of those incarcerated in 2015 were convicted of a drug 
related offense (Carson & Anderson, 2016). With a specific focus on how the formerly 
incarcerated with substance use disorders reenter the community from prison, this 
dissertation examines the role of postincarceration policy, as well as other factors, that 
impact the use of physical, mental, and substance use services in the community post 
release.  
Study 1 is a critical policy analysis, arguing that in addition to postincarceration 
policies being punitive, they result in significant social, financial, educational, housing, 
and health care barriers to reentry and reintegration of prisoners into their communities as 
productive citizens. This article describes the types of postincarceration policies in place 
  vii 
in the US currently and provides implications for future postincarceration policy 
development, program implementation, and research.  
 Study 2 is a qualitative pilot study, presenting descriptive results from in-person 
semi-structured interviews with reentry clients (n=10) and reentry staff (n=10). Both 
clients and reentry staff view client’s mental health needs as priority at reentry. For 
clients, enabling factors included remaining abstinent from drugs or alcohol, informal 
support from family and friends, as well as professional support from agencies and 
barriers included long wait times for services, issues with their insurance coverage, 
stigma related to their drug use and time spent incarcerated. Staff, meanwhile, described 
systems level factors as facilitating or enabling, such as postincarceration policies 
limiting those with incarceration histories in accessing basic necessities and health 
services.  
Study 3 aims to expand on the Study 2 pilot with a larger, in-person interview 
study featuring 100 clients. Results also show high levels of chronic medical problems, 
clinical PTSD diagnoses, experiences of both physical and sexual abuse, and injection 
drug use. Additionally, signaling need for mental health service, less substance use 
related issues in the past 30 days, and being male all predicted service need. 
 
 
 
 
 
 
 
 
 
  viii 
TABLE OF CONTENTS 
 
DEDICATION……………………………………………………………………………iv 
ACKNOWLEDGEMENTS……………………………………………………………….v 
ABSTRACT…………………………………………………………………………..….vi 
TABLE OF CONTENTS………………...………………………………...………..….viii 
LIST OF TABLES…………………………………………………………………….xiii 
LIST OF FIGURES…………………………...……………………………….………..xiv 
CHAPTER 1: INTRODUCTION ………………………………. ………………………1 
Dissertation Aims……………………………………………………………………. 2 
Study 1………………………………………………………………………….... 3 
Study 2………………………………………………………………………….... 3 
Study 3………………………………………………………………………….... 5 
Conclusion………………………………………………………………………….... 6 
References…………………………..…………………………………………….….. 8 
CHAPTER 2: POSTINCARCERATION POLICIES AND PRISONER REENTRY: 
IMPLICATIONS FOR POLICIES AIMED AT REDUCING RECIDIVISM AND 
POVERTY……………………………………………………………………………….10 
      The state of US incarceration, prisoner reentry, and recidivism ………..………..... 12 
Incarceration……………………………………………………………………. 12 
Prisoner Reentry…………………………………………………........................ 14 
Recidivism…………………………………………………................................ 15 
       Postincarceration policies: A critical analysis………………………..……………. 17 
  ix 
 Welfare Assistance……………………………………………………………… 17 
 Driver’s License………………………………………………………………… 18 
 Voting……..……………………………………………………………………. 19 
 Employment and Education……………………………………………………. 20 
 Parole and Probation……...……………………………………………………. 21 
 Housing………………………………………………………………………… 22 
     Consequences of postincarceration policies ……………….…………....………….. 22 
     Community and individual level barriers to reentry and recidivism prevention ...…. 24 
Community level barriers………………….…………………………………… 24 
Individual level barriers………………………………………………………… 26 
      Future directions for postincarceration policy……………..……………………….. 27 
      Recommendations for future research………………………………………… ..…. 30 
References…………………………..………………………………………………. 31 
CHAPTER 3: CLIENT AND STAFF PERCEPTIONS OF ACCESS TO PHYSICAL 
HEALTH, MENTAL HEALTH, AND SUBSTANCE USE SERVICES POST 
RELEASE FROM PRISON FOR PEOPLE WITH SUBSTANCE USE DISORDERS IN 
MASSACHUSETTS………………………………………………………………..…. 39 
Introduction…………………………………………………………………………. 39 
Conceptual Framework………………………………………………………………43 
 Critique of theory………………………………………………………………. 46 
Methodology……………………………………………………………..………..…46 
Findings………………………………………..………………………………….…50 
  x 
Demographics………….……………………………………...…………………50 
Major themes…………………..………………………………………………...51 
Mental health…………………………………………………………………….52 
Physical health………………………………………………………………….. 53 
Substance use…………………………………………………………………… 54 
Discussion…………………………..…………………………………………….… 55 
Limitations……………………………………………………………………… 58 
      Conclusion………………………………………………………………………….. 59 
 Future research………………………………………………………………….. 60 
References…………………………………..………………………………………. 62 
Tables…………………………………………..…………………………………….65 
Figure.……………………………………..…………………………………………69 
CHAPTER 4: WHAT FACTORS PREDICT ATTEMPTED ACCESS OF PHYSICAL 
HEALTH, MENTAL HEALTH, AND SUBSTANCE USE SERVICES FOR PEOPLE 
WITH SUD LEAVING PRISON? A LOOK AT FACTORS IMPACTING HEALTH 
SERVICES UTILIZATION……………………………………………………………. 70 
     Introduction…………………………………………………………………………. 70 
     Statement of the problem……………………………………………………………..71 
     Conceptual framework………………………………………………………………. 73 
 Community-focused theories…………………………………………………….73 
 Critique of theory………………………………………………………………...75 
 Social construction theory………………………………………………………. 76 
  xi 
 Critique of theory……………………………………………………………...... 77 
Methodology………………………………………………………………………... 78 
Data collection…………………………….………………………………….... 78 
Recruitment site…………………………………………….………………….. 78 
Study population………………………………………….……………………. 79 
Measures………………………………………………………………………...80 
Independent variables……………………………………………………….… 81 
Dependent variables………………………………………………………........ 83 
Data analysis……………………………………………………………….……83 
Findings…………………………………………………………………………….. 84 
Population description………………………………………………………….. 84 
Bivariate findings…………………………………………………….…………. 85 
Logistic regression findings………...……………………………………..……. 85 
Mental health…………………………………………………………………….86 
Physical health…………………………………………………………………...87 
Substance use…………………………………………………………………….89 
Discussion………………………………………………...………………………….90 
Limitations……………………………………………………………………..94 
      Conclusions and recommendations for future research……………........……..…. 94 
References…………………………………..…………………………..……………97 
Tables……….……………………...……………..………………………………..100 
Figure………………………………………………………………………….……110 
  xii 
CHAPTER 5: CONCLUSION AND OVERALL DISCUSSION……………..…….111 
Summary of the Findings and Their Contributions……………………….………..113 
Study 1…………………………………………………………..……..……….113 
Study 2……………………………………………….…………………………113 
Study 3………………………………………………………………………….115 
Contributions to the Literature on Mentor Experience and Retention………….117 
Overall Limitations and Directions for Future Research…………………………...118 
Implications for the Formal and Informal Sector Assisting People Leaving Prison with        
SUD…………………………………………………………..…………………….120 
Conclusion…………………………………………………………..…..…….…..121 
References…………………………………..……………………………..………123 
APPENDICES………………………………………………………………………….125 
BIBLIOGRAPHY………………………………………………………………………128 
CURRICULUM VITAE………………………………………………………………..140 
 
 
 
 
 
 
  xiii 
LIST OF TABLES 
CHAPTER 3 
Table 1. Client and Staff Health Services Utilization Model, p. 65 
Table 2. Client and Staff Perceptions of Predisposing, Enabling, or Need Factors to 
 Mental Health Services, p. 66 
Table 3. Client and Staff Perceptions of Predisposing, Enabling, or Need Factors to 
 Physical Health Services, p. 67 
Table 4. Client and Staff Perceptions of Predisposing, Enabling, or Need Factors to 
 Substance Use Services, p. 68 
 
CHAPTER 4 
Table 5. Bivariate Statistics for Health Services Utilization (n=100),  p. 100 
Table 6. Mental Health Services Logistic Regression (n=74), p. 101 
Table 7. Physical Health Services Logistic Regression (n=86), p. 102 
Table 8. Substance Use Services Logistic Regression (n=64), p. 103 
Table 9. Mental Health Services Barriers and Facilitators, p. 104 
Table 10. Mental Health Services User Demographics, p.  105 
Table 11. Physical Health Services Barriers and Facilitators, p. 106 
Table 12. Physical Health Services User Demographics, p. 107 
Table 13. Substance Use Services Barriers and Facilitators, p. 108 
Table 14. Substance Use Services User Demographics, p. 109 
 
 
  xiv 
LIST OF FIGURES 
CHAPTER 2 
Figure 1. Gelberg, Andersen, & Leake’s (2000) Health Services Utilization Model, p. 69 
CHAPTER 4 
Figure 2. Schneider & Ingram’s (1993) Social Construction & Political Power Model, p. 
 110 
 
 
 
  1 
 
CHAPTER 1: INTRODUCTION  
 In the move from prison to the community for people with substance use disorder, 
there are multiple micro level, personal factors that have been identified that help to make 
this critical point in community reintegration more successful.  Many people with 
incarceration history have unmet treatment needs for serious mental health, substance 
abuse, and physical health problems that hinder personal growth and development during 
reentry (Haney, 2003). More than half of all people in prisons and jails across the United 
States had a documented mental health issue (James & Glaze, 2006) and met the criteria 
for substance use disorder (Baillargeon et al., 2010). While having any mental illness is 
positively associated with arrest, having a substance use disorder is the strongest 
predictor of arrest (Glasheen et al., 2012). Individuals with co-occurring mental health 
and substance use disorders are at higher risk of recidivism than those without 
(Baillargeon et al., 2010).  In order to help make the transition from prison to the 
community more permanent for people with substance use disorder, we need to 
understand and address the barriers this group faces to accessing health services in their 
communities post release. 
 The aim of this dissertation, which includes three studies, is to contribute to the 
literature examining the barriers people with SUD leaving prison experience when 
attempting to access health services post release. These studies begin with an overview of 
a proposed macro level factor impacting health services utilization post release: post 
incarceration policies. Then, qualitative interviews are employed to examine particular 
predisposing, enabling, and need factors impacting health services utilization from both 
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the perspective of people with SUD leaving prison as well as the reentry specialists 
helping them navigate the complex systems of services post release. Finally, logistic 
regression modeling shows factors associated with attempts at accessing mental health 
and substance use services post release for people with SUD in this sample.  The 
remainder of this chapter provides a review of summaries and the specific aims of the 
dissertation, including an overview of each of the three studies’ purpose, research 
questions, methods and results.  
Dissertation Aims 
 This dissertation contributes to the growing body of literature examining the 
experiences of the formerly incarcerated and how they make their transition back into the 
community. Empowering the voices of those who experience the process of community 
reintegration first hand, from both a personal and professional stand point, is critical to 
creating policy and social change to better accommodate people with SUD as they look to 
transition back to their communities. In order to better understand the issues faced by 
people with SUD leaving prison as they attempt to access physical health, mental health, 
and substance use services, three studies were conducted and are described below. 
Findings from these studies highlight the importance of understanding micro level and 
macro level factors impacting health services utilization for people with substance use 
disorder as they leave prison and reenter the community. The findings of this research 
have immediate implications for the formal and informal sectors supporting people with 
SUD leaving prison, as well as recommendations for policymakers to improve the 
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community reintegration process by expanding social welfare policies to include more 
provisions for this specific group. 
Study 1  
Study 1 critically examines the concept of postincarceration policy is used in this 
manuscript to define policies focused on preventing populations of people with 
incarceration histories who have completed their incarceration time, to enter workplaces, 
use public housing, public assistance, and receive government student loans. One of the 
major domains that can potentially affect the reintegration outcomes of formally 
incarcerated individuals in the policy context of the states and justice systems where they 
are returning to the community. Many of those returning to the community are subjected 
to monitoring, supervision, and other conditional release criteria established by the 
criminal justice system (Hughes & Wilson, 2002), which varies considerably from place 
to place. Findings of the exploration and analysis of postincarceration policies throughout 
the United States discover that in addition to  postincarceration policies being punitive, 
they result in significant social, financial, educational, housing, and health care barriers to 
reentry and reintegration of prisoners into their communities as productive citizens. 
Further, punitive policies have a number of unintended consequences, including reducing 
the effectiveness of policies aimed at decreasing poverty, homelessness, and improving 
the education levels of the low-skilled workforce. With this collection of 
postincarceration policies, the hope is for this analysis informs future policy and research 
discussions impacting people with incarceration histories. 
Study 2 
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 Study 2 builds off of the concepts discovered in the postincarceration policy 
analysis provided in Study 1, using qualitative interviewing to ask both people with SUD 
leaving prison and reintegrating into the community as well as the reentry specialists who 
work to navigate systematic complexities for them post release what predisposing, 
enabling, and need factors are discussed talking about experiences attempting to access 
physical health, mental, health, and substance use services. Currently, the US criminal 
justice system holds more than 2.3 million people, with approximately 641,000 being 
released back into the community each year (Carson & Anderson, 2016). One in five of 
those incarcerated in 2015 were convicted of a drug related offense, and nearly half of the 
entire federal inmate population is serving time for a drug related offense (Carson & 
Anderson, 2016). Upon reentry into the community from prison, people with substance 
use disorders’ access to mental health, physical health, and substance abuse services 
impact potential recidivism (Harrison, 2001).  
This study aims to explore the perspectives of both a reentry individuals and 
services staff on the barriers and facilitators facing reentry populations accessing health 
services in the community. This qualitative study presents descriptive results from in-
person semi-structured interviews with reentry clients (n=10) and reentry staff (n=10).  
Interviews were recorded and transcribed. Thematic analysis was employed with open 
coding ensued by hand (Braun & Clarke, 2006). Both clients and reentry staff view 
client’s mental health needs as priority at reentry. These groups differed in terms of what 
they described as enabling factors in accessing these services. For clients, enabling 
factors include having insurance, sobriety, transportation, and connections to family, 
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friends, as well as professional service providers. Staff, meanwhile, described systems 
level factors as enabling, such as postincarceration policies limiting those with criminal 
records in accessing basic necessities and health services.  
Study 3 
Study 3 is a mixed-methods study, building off of the qualitative work in Study 2, 
further qualitatively exploring barriers to community reintegration from people with SUD 
leaving prison (n=100) and quantitatively using logistic regression to examine factors 
associated with attempting to access physical health, mental health, and substance use 
service within 30 days post release. Research has long shown the importance of 
supportive networks post release for people with substance use disorder (SUD) leaving 
prison to reduce relapse and recidivism post release (Inciardi, Martin, & Butzin, 2004; 
Kissman & Torres, 2004; Spjeldnes, Jung, Maguire, & Yamatani, 2012). While one 
cannot understate the importance of individual motivation for change in successfully 
reintegrating  society from prison, postincarceration policies have long established 
barriers to full reintegration in the community after release (Hall, Wooten, & Lundgren, 
2016; Study 1). For people with SUD, criminal justice involvement in drug related crime, 
completing a stint of incarceration, and reentering their communities is a cycle that can 
recur multiple times over the life course. Qualitative data were transcribed and coded by 
hand for themes divided by service need (mental health, physical health, or substance use 
services) as well as for factors related to accessing services. Bivariate statistical 
regression analysis was used to determine significant relationships between the 
independent variables and a positive attempt of accessing physical health, mental health, 
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and substance use services. Binomial logistic regression modeling then examined the 
relative importance of the independent variables of significance in the bivariate statistical 
regression with the dependent variables of attempting to accessing mental health, 
physical health, and substance use services post release.  
People with SUD in this study report high levels of chronic medical problems 
(68.6%), clinical PTSD diagnoses (62.2%), experience of both physical and sexual use 
(40.5%), and injection drug use (53.1%). The results of the health services utilization 
logistic regression model for mental health identified that having less reported drug 
related problems in the last 30 days and signaling mental health treatment importance 
were significantly associated with attempting to access mental health services; gender 
(being male) was significantly associated with attempting to access substance use 
services post release, and no factors explored were not significantly associated with 
accessing physical health services at the multivariate level.  
Conclusion 
 The idea for this dissertation came to me after working at the intersection of the 
fields of social work and criminal justice at a Boston area prison, having seen time and 
time again how the cycle of incarceration continues for the inmates I worked with. Due to 
this facility being a county level facility where inmates are sentenced to a two-and-a-half-
year sentence or less, a large percentage of the people incarcerated had non-violent 
criminal histories due, in large part, to generational poverty and untreated co-occurring 
mental health and substance use disorders. I could not believe how frequently I heard the 
same stories, saw the same faces. I would hear that parole or probation officers were 
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quick to violate and send a person back to prison for missing a check in while they were 
working, or at school. I would hear that an inmate’s Medicaid insurance was not turned 
on prior to leaving to facility (which is policy in Massachusetts) or that waitlists to see a 
new provider were lengthy, so they quickly went through their reentry 30-day supply of 
medications prior to being able to see a psychiatrist or primary care physician in the 
community. I would hear that the costs of transportation or childcare prevented them 
from keeping appointments in the community, and that accessing sober housing was 
impossibly expensive if there was even an empty bed.  
Therefore, the purpose of this dissertation is to identify the micro and macro level 
factors impacting access to health services for people with substance use disorder after 
leaving prison.  The three studies that comprise this dissertation will add to the literature 
exploring, from people with SUD leaving prison as well as the reentry specialists that 
navigate systems for this group post release, the predisposing, enabling, and need factors 
important to accessing physical health, mental health, and substance use services. Factors 
associated with service seeking are specified. By expanding our conceptualizations of 
what could change the process of reentry for people with SUD to make it a more 
permanent transition to the community, we can welcome a population of people who 
have completed their sentences back to a community where there are accessible services 
and supports.   
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CHAPTER 2: STUDY 1 
Postincarceration policies and prisoner reentry: Implications for policies and programs 
aimed at reducing recidivism and poverty 
Co-authors: Nikki Wooten and Lena Lundgren 
The United States’ (US) incarceration rate is the highest in the world, and its’ 
increasingly high incarceration rates have resulted in the infamous title, “World’s 
Warden” (Gottschalk, 2011). On average, the US incarceration rate is 5.5 times higher 
than the European Union (Garfinkel, Rainwater, & Smeeding, 2010). Compared to other 
industrialized nations, the US incarcerates 743 people per 100,000 (U.S. Bureau of 
Justice Statistics, 2009), whereas in England, Canada, Germany, and France, the rates are 
139, 116, 91, and 85 per 100,000, respectively (Mauer, 2003). Recent statistics 
demonstrate 1 out of every 100 adults in the US are behind bars (Andrews & Bonta, 
2010), resulting in two million incarcerated persons and 12 million persons with prior 
felony convictions living in the community (Pager, 2006). More than 630,000 prisoners 
reenter US communities each year (Solomon, Johnson, Travis, & McBride 2004). 
Understanding the conditions that promote or inhibit their successful reintegration is a 
major public health policy issue.  
 One of the major domains that can potentially affect the reintegration outcomes 
of formally incarcerated individuals in the policy context of the states and justice systems 
where they are returning to the community. Many of those returning to the community 
are subjected to monitoring, supervision, and other conditional release criteria established 
by the criminal justice system (Hughes & Wilson, 2002), which varies considerably from 
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place to place. The authors employ critical policy analysis to develop a theoretical 
framework for understanding one of the drivers of recidivism in the United States: 
postincarceration policy. Specifically, we review a small number of national, state, and 
local polices, which we define as postincarceration policies, and analyze the unintended 
consequences of these for those leaving US jails/prisons and reentering the community. 
The article builds off of the Lundgren, Curtis, and Oettinger (2010) definition of 
postincarceration policy, which are classified as policy efforts developed to prevent 
future illegal behaviors from those who have been incarcerated or to protect the public 
from criminal acts and the consequences associated with those acts. For the purpose of 
this study, we define postincarceration policies as legal, punitive policies targeted at the 
formerly incarcerated which pose additional barriers to community reintegration during 
reentry. Policies with specific language targeting the formerly incarcerated to keep a 
resource or benefit from this group due to their past incarceration were included in this 
analysis. 
 Postincarceration policies can be broad and multi-dimensional, encompassing a 
range of social, financial, educational, housing, and health care legislation and policies at 
national, state, and local levels. This article provides a critical analysis of 
postincarceration policies and argues the implementation of punitive postincarceration 
policies negatively impact the likelihood of successful prisoner reentry in addition to 
posing barriers to recidivism prevention. With this collection of postincarceration 
policies, we hope this analysis informs future policy and research discussions impacting 
people with incarceration histories. This policy analysis article is divided into five 
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sections: (1) data on incarceration, re-entry, and recidivism prevention in the US; (2) a 
critical analysis of existing postincarceration policies with a focus on their potential 
impact on prisoner reentry and recidivism; (3) consequences of postincarceration policies 
for the inmate and larger society; (4) community and individual level barriers to 
successful prisoner reentry and recidivism prevention; and (5) recommendations for 
future postincarceration policy development, implementation, and research are discussed, 
as well as implications for pre and post release strategies by criminal justice 
professionals. 
The state of US incarceration, prisoner reentry, and recidivism 
The incarceration rate and volume of people returning to communities from 
prison is high, and based on the recidivism rate in the US, we know that people reentering 
the community from prison are not doing well. This paper argues that the policy context 
matters, and the paper compiles a list of postincarceration policies, as well as their 
implications in increasing recidivism and poverty in the US. This section provides recent 
statistics on incarceration, prisoner reentry, and recidivism in the US and the direct and 
indirect implications for postincarceration policy development and implementation. A 
brief overview of each factor and how it may negatively impact successful reintegration 
and recidivism prevention are outlined below. 
Incarceration 
The Federal Bureau of Prisons reported operating at approximately 36% above 
capacity in 2010 (Guerino, Harrison, & Sabol, 2011). Recent national reports (2010) 
indicate that 943 per 100,000 of male US residents and 67 per 100,000 female US 
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residents are incarcerated, with 51% of federal inmates serving time for drug offenses 
(Guerino et al., 2011). Reports show 63% of those incarcerated in federal prisons are 
parents (Glaze & Maruschak, 2008). Currently, over 15% of children in the US have one 
or both parents incarcerated (Wildeman, 2009). Of the incarcerated population, 51% 
report being under the influence of drugs or alcohol at the time of their current offense, 
16% of state prisoners report a mental health condition or an overnight stay at a mental 
health facility, and 9% of inmates report being homeless in the year prior to their arrest 
(American Correctional Association, 2002).  
There are large racial disparities in incarceration rates. At the end of 2010, black 
males had an imprisonment rate of 3,074 per 100,000, and Hispanic males had an 
imprisonment rate of 459 per 100,000 (Guerino et al., 2011). Black females had an 
imprisonment rate of 133 per 100,000 and Hispanic females had an imprisonment rate of 
47 per 100,000 (Guerino et al., 2011). Nearly 1 in 3 black men ages 20-29 are under 
supervision of the criminal justice system at any point in time (Garfinkel et al., 2010), 
making this interaction a “normal stopping point on the route to midlife” for this specific 
demographic (Wilson, 2009, p. 72). In addition, many incarcerated men are high school 
dropouts, and specifically among black male high school dropouts, the risk for 
imprisonment is greater than 60% (Wilson, 2009). In the US, black men are collectively 
and systematically more likely to receive longer sentences for lesser offenses compared 
to white men (Garfinkel et al., 2010, p. 122; Steffensmeier, Ulmer, & Kramer, 1998). 
Collateral consequences are likely to pose more barriers to successful reentry for racial 
and ethnic minorities with lower incomes, which can limit capacity to, for example, pay 
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for education without taking on loans in addition to limited access to social networks to 
provide employment opportunities (Wilson, 2009). The ACLU (2012), in collaboration 
with other incarceration-related institutions, has compiled a list of these collateral 
consequences. As a result of mass incarceration, approximately 636,000 people are 
released from prisons into the community each year (Wagner & Rabuy, 2015).  
Prisoner Reentry 
Prisoner reentry is the process of leaving the adult prison system and returning to 
civilian society (Kubrin & Stewart, 2006), ideally as lifelong, law-abiding citizens. 
Reentry strategies involve measures that facilitate prisoner reintegration into the larger 
society, local communities, and the workforce; reentry is the process, and reintegration is 
the goal (Travis, Solomon, & Waul, 2001). According to the literature, reentry can be 
viewed as a three-stage process, commonly addressing employment and treatment needs 
in the institution during pre-release counseling initially, then assisting with structured 
release and reentry, and finally longer-term community reintegration (Taxman, Young, & 
Byrne, 2003). After release from prison, probation and parole conditions may render 
prisoners physically and emotionally isolated from family members, lifelong friends, and 
prior social networks, which often includes past criminal associates (Western & Pettit, 
2010). In fact, post-release supervision conditions often require individuals to avoid 
associating with others who may have criminal histories, even if those individuals are 
close friends or part of a social support system.  This can be difficult when members of 
the family or neighborhood are under postincarceration supervision. In times such as 
these, people leaving prisons and jails can be displaced to unfamiliar areas on 
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postincarceration supervision, or they risk being violated and returning to prison. These 
restrictions may also result in social and psychological stigma leading to a return to 
criminal behavior (Hartwell, 2004), as we assume that any association with people who 
have previously been incarcerated would be “bad.” 
Recidivism 
Recidivism is defined inconsistently in the research literature (Hepburn & Griffin, 
2004). At a minimum, it involves reoffending, or it is defined more inclusively as 
reoffending, rearrest, and/or reconviction for the same or a different criminal offense 
(Hepburn & Griffin, 2002; Kubrin & Stewart, 2006; Wohl et al., 2011). The National 
Reentry Resource Center (2012) estimated that more than 4 in 10 people with 
incarceration histories returned to state prison within three years of their release. These 
rates can differ largely between states, mostly because states employ varied policies in 
which types of people are sentenced to prison for wide-ranging amounts of time (Pew 
Center on the States, 2011). In 2010, 23% of adults exiting parole returned to prison as a 
result of violating their terms of supervision, and 9% of adults exiting parole returned to 
prison as a result of a new conviction (The Council of State Governments Justice Center, 
2012; The National Reentry Resource Center, 2012). The Bureau of Justice Statistics 
(2013) reported that in 2007, 16% of prisoners released on parole and 6% on probation in 
the US were re-incarcerated within one year, whereas 67.5% of prisoners (not specifically 
on parole) were rearrested within three years. 
The risk factors for recidivism are numerous and multidimensional. While many 
times studies show gender differences in criminal justice measures, in a study of both 
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men and women with incarceration histories who completed a Drug Treatment Alterative 
to Prison program, Sung (2011) found that correlates of recidivism can be grouped into 
three major categories: (1) postincarceration treatment engagement (e.g., the length and 
location of the treatment or if an person partakes in any sort of treatment at all); (2) health 
conditions related to risky behaviors (e.g., HIV/AIDS or major health complications due 
to previously inflicted stabbings or gunshot wounds); and (3) social isolation or weak 
interpersonal ties upon release (e.g., having few or no children, living alone, or living 
with multiple people after leaving prison or post-release treatment). Primary individual-
level risk factors for recidivism include being young, male, and of non-white race; other 
individual-level risk factors include unemployment, homelessness, low educational level, 
limited upward mobility, prior offenses, no means of transportation, history of 
committing serious crimes, and having mental health or substance use disorders (Lynch 
& Sabol, 2001; US Bureau of Justice Statistics, 2013). Community-level risk factors for 
recidivism include poverty, inequality, socioeconomic disadvantage, and limited 
neighborhood institutional resources (Kubrin & Stewart, 2006; Sampson, Morenoff, & 
Gannon-Rowley, 2002; Sampson, Raudenbush, & Earls, 1997).  A federal study on 
recidivism found that in 1994, 41% of people with incarceration histories with one prior 
arrest were rearrested, and 82% of those with more than 15 prior arrests were re-arrested 
within a three-year period; and those with more than 15 prior arrests accounted for 18% 
of all released prisoners (Langan & Levin, 2002).  Prior research also suggests that 
recently released prisoners are more likely to have served longer sentences, lack 
educational and vocational training, and to have previously violated parole since the push 
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towards punitive sentencing in the US (Lynch & Sabol, 2001). As the number of rearrests 
and re-incarcerations increases, the likelihood of recidivating increases (Kurlychek, 
Brame, & Bushway, 2006; Greenberg, 1991; Blumstein, Farrington, & Moitra, 1985). 
Postincarceration policies: A critical analysis 
Policies with specific language targeting the formerly incarcerated to keep a 
resource or benefit from this group due to their past incarceration were included in this 
analysis. The postincarceration policies reviewed in this article employ different 
objectives, including facilitating prisoner reentry into communities, monitoring 
postincarceration behaviors, punishing those with convictions, and ensuring public safety 
(Lundgren, Curtis, & Oettinger, 2010; Travis, Solomon, & Waul, 2001).  Yet, these 
policies have intended deterrence and potentially unintended negative consequences on 
the physical and social reintegration of prisoners into communities. A critical analysis of 
a range of postincarceration policies is discussed below. 
Welfare assistance 
Section 115 of the Welfare Reform Act (hereafter Section 115) stipulates a 
lifetime ban on receiving cash and food stamp assistance among persons convicted of a 
state or federal felony offense involving the use or sale of drugs, but states have 
discretion as to how is enforced (Personal Responsibility and Work Opportunity 
Reconciliation Act P.L. 104-193, 110 Stat. 2105, 1996). Across the 12 states that impose 
a full ban on TANF benefits, the study examined mothers with drug-related felony 
convictions, concluding that this policy affects 92,000 mothers and 135,000 children in 
42 states (Allard, 2002). Massachusetts is one state that has modified the lifetime ban, 
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such that persons convicted of drug offenses are now eligible for food stamps 
immediately after release. However, even in Massachusetts, those who serve a prison 
term for a felony drug offense will be denied cash assistance for the first 12 months post-
release, unless they are exempt through pregnancy, being a primary care giver to a 
disabled child or a child under the age of 2 or being a documented victim of domestic 
violence (Allard, 2002). Other states, like Texas and Georgia, deny benefits to 65,900 and 
56,100 mothers with drug related convictions (respectively) reentering the community 
from prison. 
Like any deterrence-based approach to crime, the intention behind Section 115 
was that the threat of losing public assistance benefit would prevent people from 
becoming involved with the use and sale of illegal drugs. Yet, there is no evidence that 
this act has achieved this aim (Kubiak, Siefert, & Boyd, 2004). There is evidence, 
however, that it has imposed steep costs on individuals and families. For example, this 
policy reduced the capacity of families to economically care for their children when 
reentering society prior to finding employment by not allowing them access to public 
assistance resources that others with the same income and life circumstances were 
eligible for (Morgenstern & Blanchard, 2006). This financial burden on women and 
children living in disadvantaged communities in which people with incarceration 
histories may be disproportionately represented (see LaVigne & Kachnowski, 2003; 
Visher, Kachnowski, LaVigne, & Travis, 2004; Patterson, 2013). 
Driver’s license 
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Many states revoke an inmate’s driver’s license at the point of conviction (due to 
the 1991 Department of Transportation and Related Agencies Appropriations Act that 
lowers the amount of federal funding a state will receive towards highways if states did 
not automatically suspend the drivers licenses of anyone convicted of a drug offense) and 
reapplying at postincarceration is an expensive and lengthy process (Barnett, 2003; 
Demleitner, 2002). For example, the DMV of New York State has the power to revoke a 
person’s license for any combination of three prior criminal convictions, none of which 
have to relate to driving while impaired by substances (New York State Department of 
Motor Vehicles, 2012). Additionally, 11 other states and Washington, D.C. still uphold 
this drug law. The revocation of a driver’s license significantly limits people with 
incarceration histories’ access to transportation, employment, physical, and mental health 
services. Thus, this poses a major barrier to successful prisoner reentry. Without a 
driver’s license, people with incarceration histories may be unable to drive to job 
interviews, work, secure adequate childcare, or attend probation and parole appointments. 
Prior research has shown that a lack of these services increases the risk for recidivating 
(Lynch & Sabol, 2001; US Bureau of Justice Statistics, 2013). Aiken (2016) has 
documented the undue burden of this policy specifically on poor communities and 
communities of color.  
Voting 
Many states revoke the right to vote once an individual is convicted of a felony 
(e.g., Virginia and Kentucky; Richardson v. Ramirez, 1974), leaving many people with 
incarceration histories without full rights upon completion of their sentence (Demleitner, 
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2002). This form of disenfranchisement denies people with incarceration histories the 
right to have voice over policymaking and the selection of government officials that are 
afforded to the rest of society (Uggen, Behrens, & Manza, 2005). Because people with 
incarceration histories tend to release to low income communities, we see that this policy 
ends up disenfranchising entire communities (Clear, 2008). For example, in Minnesota, 
voters with a criminal record were half as likely to be rearrested as those with criminal 
records who did not vote (Uggen & Manza, 2004). The logic behind laws of this type is 
to disconnect this group even further from the bonds to society, hindering a population of 
voices in underserved communities. This policy has the intended consequence of denying 
people with incarceration histories their civil rights and the unintended consequence of 
posing barriers to social reintegration (United Nations Office on Drugs and Crime, 2012). 
Employment and education 
Education and employment are important factors in determining the successful 
reintegration of people returning to the community, and state policies create restrictions. 
When a person leaves prison, seeking employment or enrolling in vocational or 
educational programs are commonly conditions of probation or parole (Raskis, 2005). 
Yet, some state policies can deny people with incarceration histories the opportunities to 
apply for licenses in many human services (each state has the opportunity to approve or 
deny a person with a felony conviction of obtaining a social work license) and health care 
professions (Department of Consumer Affairs, Board of Registered Nursing, Sections 
1000 or 1203.4 of the Penal Code). Additionally, there is federal legislation that also 
restricts access to federal student loans for individuals with felony drug convictions 
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(Federal Interagency Reentry Council, 2012; The Higher Education Act of 1988, 1998; 
Demleitner, 2002). Furthermore, labor market statistics (Liming & Wolf, 2008) indicate 
that having a college degree increases one’s likelihood to be gainfully employed. 
However, without federal educational assistance, many people with incarceration 
histories are unable to afford college. These postincarceration policies have the intended 
consequence of denying people with incarceration histories’ access to employment and 
education services, and the unanticipated consequence of posing barriers to prisoner 
reentry, social reintegration, and recidivism prevention (Lundgren, Curtis, & Oettinger, 
2010; Travis, Solomon, & Waul, 2001).   
Parole and probation 
Over the past decades, parole and probation policies and regulations shifted from 
facilitating social integration of people with incarceration histories into society to 
increased levels of supervision (Listwan et al., 2006). Currently, parole officers are more 
focused on surveillance than on prisoner rehabilitation (Grattet, Lin, & Petersilia, 2011; 
Petersilia, 1999). This may inadvertently increase recidivism rates and decrease social 
reintegration because the more intensely a parolee is supervised, the more likely they are 
to be violated and returned to prison (Kubrin & Stewart, 2006), even for the most minor 
stipulations, like missing a meeting with an officer (Grattet, Petersilia, & Lin, 2008). 
Grattet et al. (2011) calls this the “supervision regime.”  The lack of coordination and 
flexibility in the scheduling of probation and parole appointments for people with 
incarceration histories who have secured employment puts people with incarceration 
histories at risk of losing their employment and further exposing them to social stigma. 
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This has the unintended consequence of posing barriers to prisoner reentry while 
increasing risk for parole violation. This is especially unfortunate because securing 
employment represents significant gains towards successful prisoner reentry and social 
reintegration.  
Housing 
As described in Lundgren et al. (2010) and Allard (2002), most public housing 
policies do not permit individuals with a criminal record for either drug convictions or 
with sex offenses to obtain and reside in public housing (see 24 CFR 960.204 for Public 
Housing, and 24 CFR 982.553 for the Housing Choice Voucher program). These federal 
policies prohibit anyone with a criminal history from participating in any government 
sponsored affordable housing initiative, which ultimately provides minimal options for 
safe and affordable housing for people leaving prisons and jails. Consequently, these 
policies deny recently released people and their families the ability to obtain safe, stable, 
and affordable housing, which increases their risk for homelessness. People with 
incarceration histories without stable housing may be more likely to recidivate to obtain 
food, clothing, and shelter for their families. 
Consequences of postincarceration policies 
The postincarceration policies reviewed above are ineffective and create barriers 
to community reintegration for people with incarceration histories. The policies are 
inconsistent between state and federal governments, which result in some states having 
significantly more punitive consequences of incarceration than other states (Bushway, 
2011). This may essentially serve to create a disenfranchised underclass of people with 
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incarceration histories. These policies result in negative consequences for individuals in 
reentry, society at large, and other social policies and programs.  
Firstly, for a population that has completed the punishment for committing a 
crime, postincarceration policies limit opportunities to vote, work, be housed, use the 
main mode of transportation (cars), to economically care for their families, and to educate 
themselves.  These policies are negatively impacting people with incarceration histories 
by not allowing legal access to resources in the community needed to live crime free. 
These policies have not been updated to address any shortcomings, because as some 
suggest, people who commit crimes are a portion of the “undeserving” population, or the 
“dangerous class” (Caplow & Simon, 1999, p. 89). Hence, the combinations of 
postincarceration policies, the public’s fear of those with incarceration histories, the 
inadequate employment training provided in prison, and the high rates of health-related 
problems among those in the criminal justice system would indicate that for the large 
majority of individuals who are reentering society, the only alternative is recidivism. This 
is deeply troubling, especially since a large majority of these individuals have not 
committed the types of crimes the public fear: they are not sex offenders and they have 
no violent records. Instead, non-violent people who use substances are mainly the 
demographic adding to this incarceration and recidivism statistic (Caulkins & Chandler, 
2006). 
Secondly, the postincarceration policies reviewed in this article also impact 
greater society. Specifically, these policies prohibit convicted individuals from:  (1) using 
public housing, thereby increasing homelessness rates; (2) entering a range of 
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employment opportunities, thereby increasing unemployment, long-term unemployment, 
and non-labor force participation rates; (3) continuing on to higher education, thereby 
increasing the low-skilled labor force rates; and, (3) economically providing for their 
children, thereby increasing the rate of children in poverty and increasing the number of 
children in the child welfare system. The cost of these postincarceration policies are born 
by society, as an increasing rate of recidivism, homelessness, unemployment, lack of 
education impacts us all. Furthermore, the combined effect of a large sub-group of the US 
population not accessing housing, employment, education, and public assistance is highly 
likely to increase the national poverty rate.  
Community and individual level barriers to reentry and recidivism 
prevention 
Postincarceration policies result in intended and unintended barriers to successful 
reintegration back into the community and recidivism prevention (Hartwell, 2004). 
However, additional barriers at community and individual levels compound the negative 
impact of postincarceration policies (Makarios, Steiner, & Travis III, 2010). This section 
provides an overview of community and individual level barriers, which in conjunction 
with postincarceration policies, increase people with incarceration histories’ risk for 
unsuccessful reentry and recidivism. 
Community-level barriers 
Community-level barriers include characteristics of the people with incarceration 
histories’ neighborhood and social environment that may impede prisoner reentry. 
Because few policies focus on improving community context, this has become a large 
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issue. People with incarceration histories from unstable families in violent, medically 
underserved, and economically disadvantaged communities have difficulty reestablishing 
their lives postincarceration and are at increased risk for social and psychological stigma, 
probation and parole failure, and recidivism (Hipp, Petersilia, & Turner, 2010; Kubrin & 
Stewart, 2006). Social norms and public opinion about people with incarceration 
histories, their public safety risk at reentry, and their reduced likelihood of rehabilitation 
often result in decreased employment and vocational and educational opportunities. This 
makes their postincarceration prospects to seem dire, as the labor market for low-skilled 
workers worsens and the fear of victimization makes people with incarceration histories 
even more unemployable and less likely to succeed at reentry (Allard, 2002; Caplow & 
Simon, 1999; LaVigne & Kachnowski, 2003; Visher et al., 2004).  
Widely held beliefs about people with incarceration histories’ lack of motivation 
to change, and that any involvement in the criminal justice system is associated with 
undesirable character traits and poor work ethic, has been exacerbated by the reliance on 
a skilled labor market, an increasing digital divide, rising cost of higher education, as 
well as the perception that people with criminal histories are a threat to social order and 
undeserving of the same rights and privileges as law-abiding citizens (Owens & Smith, 
2012; Pager, 2003).  Finally, many penal institutions train men and women for jobs that 
they may be unable to attain upon reentry (e.g., allied health service aide, cashier, or 
librarian’s assistant for sex offender), resulting in a mismatch between job readiness and 
realistic employment opportunities (Allard, 2002). This is problematic given penal 
institutions may be investing financial resources on vocational and rehabilitation 
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programs that fail to prepare people with incarceration histories for the labor force.  For 
at reentry, we are sending people with incarceration histories into communities with 
unrealistic expectations for employment and economic self-sufficiency. Thus, 
establishing and maintain living conditions that promote self-sufficiency and family 
stability during reentry is nearly impossible.  
The cumulative negative impact of postincarceration policies and resource-
deficient communities exacerbates people with incarceration histories’ risk for 
unsuccessful reentry and recidivism. Currently, there are no laws that prevent employers 
from inquiring about convictions and, as a result of a positive endorsement, denying 
employment (Federal Interagency Reentry Council, 2012). Massachusetts passed 
legislation to disallow employers to ask prospective employees about their criminal 
background on an initial application, yet employers can still probe further during 
interviews and request full background checks on prospective employees (Devata, Miller, 
& Wilson, 2012). This is part of a national campaign to “Ban the Box” 
(bantheboxcampaign.org). According to Wilson (2009, p. 78), “upon release from 
incarceration, a prison record carries stigma in the eyes of employers and decreases the 
probability that an ex-offender will be hired, resulting in a greater likelihood of even 
more intractable joblessness.” 
Individual-level barriers 
Many prisoners have unmet treatment needs for serious mental health, substance 
abuse, and physical health problems that hinder personal growth and development during 
reentry (Haney, 2003). For example, in 2010, 146 per 10,000 inmates had HIV 
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(Maruschak, 2012). Also, more than half of all people in prisons and jails across the US 
had a documented mental health issue (James & Glaze, 2006) and met the criteria for 
substance use disorder (Baillargeon et al., 2010). While having any mental illness is 
positively associated with arrest, having a substance use disorder is the strongest 
predictor of arrest (Glasheen et al., 2012). Individuals with co-occurring psychiatric and 
substance use disorders are at higher risk of multiple incarcerations compared to those 
who do not (Baillargeon et al., 2010). While postincarceration policies alone are 
significant barriers to successful reentry and recidivism prevention, lack of community 
mental health and substance abuse services for people with incarceration histories pose 
barriers to reintegration and self-sufficiency. 
Future directions for postincarceration policy 
Although ineffective incarceration and postincarceration policies have continued 
to be implemented in the US for several decades, some revisions have occurred. 
Specifically, when any inmate is sentenced in the US (federal, state, or county for any 
offense), initial physical and mental health risk assessments are conducted to determine 
the appropriateness of community service as an option for sentencing. Those who are 
granted community service as a portion or as their entire sentence have shown lower rates 
of recidivism and fare better in long-term social benefit dependency and income 
attainment (Andersen, 2012; Solomon et al., 2004). Because recidivism is one of a 
number of key concerns regarding current rates of incarceration and postincarceration 
policies, allowing for people with incarceration histories to participate in community 
service as part of their sentence allows them both to serve their sentence and learn to be 
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productive citizens. Thus, changing incarceration policies regarding behavioral health 
risk assessments would give more inmates the opportunity to qualify for community 
service or pre-release services, flag inmates for needing substance use, mental health, or 
physical health treatment, and potentially encourage more policy reform. Moreover, 
policy reform regarding work training and work release programs in prisons should 
provide prisoners with the training and skills consistent with the highly trained, 
technologically advanced workforce needed in the 21st century. This will facilitate 
successful reentry.  
Considering the number of people with incarceration histories in US 
communities, there is also a need to reduce public stigma associated with criminal justice 
involvement, especially when people with incarceration histories demonstrate motivation 
for change and the desire for self-improvement. The media, politicians, and criminal 
justice professionals can assist in changing public opinion about people with 
incarceration histories by supporting community-level changes that will improve prisoner 
reentry, increasing their access to community resources, and advocating for adequate 
resources to facilitate self-sufficiency in all citizens (Mauer, 2001). Eliminating 
postincarceration policies, such as the ones mentioned in this analysis, could reduce 
public stigma of people in reentry by allowing for fewer instances of legal separation of 
people with incarceration histories in society from people without. Because various forms 
of social control and crime prevention are highly valued conservative political views (i.e. 
continued support for the War on Drugs) (Caplow & Simon, 1999), in many respects, 
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people with incarceration histories have been permanently labeled as deviant and 
maladaptive.                                                                                                                                                                                                                                                                          
Finally, we propose that the postincarceration policies referenced earlier will need 
to be abolished or significantly modified in order to be facilitative policies. Continuously, 
there seems to be no rationale for denying people with incarceration histories many rights 
after they have completed the terms of their sentence.  Perhaps if people with 
incarceration histories meet specific requirements, there could be educational funding for 
which they could apply to further their education, an application for restoration of voting 
rights, and conditions under which they could apply for public assistance. Throughout the 
US, there are conditions under which non-citizens (documented and undocumented) are 
afforded access to educational and community services regardless of a criminal 
background check. Should not people with incarceration histories who are US citizens be 
afforded similar rights and privileges? Modifying current postincarceration policies will 
create more equality between those who have a criminal record and those who do not, 
which may reduce potential bias from employers, schools, and the government in 
deciding who is worthy of the rights and privileges afforded all US citizens based simply 
on criminal convictions.  
When reviewing the literature and assessments of reentry programs, program 
effectiveness is seen clearly when people with incarceration histories in reentry are 
afforded the right to more lenient sanctions during their sentencing and incarceration, 
allowing for pre-release community living during their period of incarceration (Seiter & 
Kadela, 2003). Many pre-release community living centers push for people to find 
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permanent housing and employment, even allowing them to start working during the day 
before their sentence is up. Research has made it apparent that programs that use a 
continuity of care and wraparound case management services, that use supportive parole 
and probation case managers, and that use community living and support during 
incarceration are most likely to reduce recidivism and promote successful reentry into the 
community post release. This paper exposes the prominence of postincarceration policy 
consequence and impact on the lives of people with incarceration histories as they 
transition from prison to the community. We need to develop and implement national 
policies based on the pre-release and reentry programs that have shown their value and 
efficiency for our society.  
Recommendations for future research 
In addition to abolishing or modifying postincarceration policies that limit 
reentry, recommendations for policy change have implications for future criminal justice 
research and policy analysis. More research and empirical evidence is needed to inform 
the development and modification of evidence-based criminal justice policies and 
interventions. Similar to Wohl et al. (2011), clinical trials can test the efficacy and 
outcomes of recidivism prevention interventions and associated policies.  Considering the 
data repositories available from the Bureau of Crime Statistics, National Institute of 
Justice, Bureau of Justice Statistics, and Bureau of Prisons, criminal justice researchers in 
collaboration with other social science researchers can conduct prospective, cross-
sectional, intervention, and mixed methods research informed by secondary data 
analyses. Future research should be interdisciplinary, local, and population-based 
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involving criminal justice professionals, people with incarceration histories, their 
families, and communities to best examine intended and unintended consequences at the 
individual, family, community, and organizational levels in future postincarceration 
policymaking.  Translating interdisciplinary criminal justice and policy analysis research 
findings to criminal justice practice will require political, social, and governmental 
support and intervention.  Collaborations across multiple disciplines, communities, and 
levels of government are needed to develop evidence-based policies and interventions 
that facilitate successful reentry, reintegration, and recidivism prevention. 
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CHAPTER 3: STUDY 2 
Client and staff perceptions of access to physical health, mental health, and substance use 
services post release from prison for people with substance use disorders in 
Massachusetts 
Introduction 
 
Men and women are being sentenced to prison at an alarming rate. It is estimated 
1in100 adults in the United States (US) is behind bars (Andrews & Bonta, 2010). 
Currently, the US criminal justice system holds more than 2.3 million people, with 
approximately 641,000 releasing back into the community each year (Carson & 
Anderson, 2016). One in five of those incarcerated in 2015 were convicted of a drug 
related offense, and nearly half of the entire federal inmate population is serving time for 
a drug related offense (Carson & Anderson, 2016). Upon reentry into the community 
from prison, people with substance use disorders’ access to mental health, physical 
health, and substance abuse services impact potential recidivism upon release (Harrison, 
2001). Because this population is statistically more likely to experience mental and 
physical health issues as well as substance use, it is important to explore potential 
enabling factors related to service access post release and to address ways for improving 
the connection to said services.  
For example, among inmates in state and federal prisons from 2011-2012, half 
(50%) reported ever having a chronic medical condition, and 40% reported having an 
active chronic condition, such as cancer, high-blood pressure, stroke, diabetes, and 
arthritis. In particular, 21% of prisoners and 14% of jail inmates report having infectious 
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diseases, including Hepatitis B or C and/or STDs.  Moreover, 1% of prison and jail 
inmates federally report being HIV positive (Maruschak, Berzofsky, & Unangst, 2015). 
Beyond physical health, among inmates with a mental condition ever treated with a 
psychiatric medication, only 25.5% of federal, 29.6% of state, and 38.5% of local jail 
inmates were taking a psychiatric medication at the time of arrest, whereas 69.1%, 
68.6%, and 45.5% were on a psychiatric medication after admission (Wilper, et al., 
2009). Califano (2009) of the National Center on Addiction and Substance Abuse found 
over half of inmates in federal jails and prisons have a diagnosed substance use disorder 
(SUD), but only 11% receive any SUD treatment. Given these facts, it is important for 
society, the social work community, and the criminal justice system to recognize 
community reintegration for people with SUD leaving prison as a social problem and 
address barriers in access to services during community reentry in order to reduce 
recidivism rates and improve quality of life. 
Of the 2.3 million inmates crowding our nations prisons and jails, 1.5 million 
meet the DSM-IV medical criteria for substance abuse or addiction, and another 458,000 
have a history  of substance abuse (Columbia, 2010). Combined, these two groups 
constitute 85% of the US prison population. Release plans for inmates with SUD often 
include linkages to community-based treatment programs and other supportive services 
yet following up on these services post release can prove difficult (Belenko, 2006). Up to 
two-thirds of inmates have mental health diagnoses and nearly 90% have co-occurring 
substance use disorders (CODs) (Baillargeon, Black, Pulvino, & Dunn, 2000; Greifinger, 
2007; Hammett, Harmon, & Rhodes, 2002; Maruschak, 2008; Okie, 2007; Spaulding, 
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Stephenson, & Macalino, 2002; Weinbaum, Sabin, & Santibanez, 2005).  There are few 
specialized reentry treatment programs to meet these complex treatment needs, even 
when using assistance from social workers, reentry staff, and case managers in the 
community. 
Furthermore, coordination between reentry service providers, correctional staff, 
probation and parole is often fragmented, resulting in poor service engagement and 
outcomes. Many times, this population needs treatment for a mental health or substance 
abuse issue, which also affects this group’s physical health status. The longer those in 
need go without treatment, the worse their symptoms will become. Treatment for mental 
health, physical health, and substance abuse symptoms could potentially reduce 
recidivism, which lowers costs to the community (Aos, Miller, & Drake, 2006). Evidence 
demonstrates linkages from the prison to community-based care can help improve a 
variety of health outcomes for this population (Rich, et al., 2014). With a specific focus 
on people with substance use disorders, the Bureau of Justice Statistics (BJS) states that 
in 1986, drug law violators only accounted for 9% of the prison population (Dorsey, 
Zawitz, & Middleton, 2002). In 2001, 55.5% of sentenced federal prisoners were 
sentenced as people with substance use disorders (Office of National Drug Control 
Policy, 2003). It is estimated that 72% of the growth in prison population was caused by 
drug violations propelled by the punitive, stringent policies designed to mass incarcerate 
people with substance use disorders during The War on Drugs. Of note, racialized drug 
policies starting in the late 1970s resulted in the mass incarceration of primarily low 
income black and brown men. 
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 Though not always the case, many people with substance use disorders cycle 
through the prison system in the US several times over (Spohn & Holleran, 2002). The 
process of serving time in prison or jail, being released, and reoffending is called 
recidivism. For people with substance use disorders, returning to drug use post-release is 
likely to again lead to incarceration. Sung (2011) found that correlates to recidivism for 
both male and female people with substance use disorders can be grouped into three 
major categories: (1) postincarceration treatment engagement, like the length and location 
of the treatment or if a person in reentry partakes in any sort of treatment at all; (2) 
lifestyle inducing health conditions, like HIV/AIDS or major lifetime complications due 
to previously inflicted stab or gunshot wounds; and (3) social isolation or weak 
interpersonal ties upon release, like having few or no children, living alone, or living with 
different people after leaving treatment. While Sung’s (2011) correlates, in addition to 
lack of secure employment, housing, education, upward mobility, and having medical 
conditions like mental health or substance use disorders increase the risk of recidivism, 
they also impact a people with substance use disorder’s quality of life. Using Gelberg, 
Andersen, and Leake’s (2000) Health Services Utilization Model, this paper aims to 
capture the successes and challenges of people with substance use disorders beginning to 
access physical health, mental health, and substance use services in the community upon 
their recent release from prison of jail from a drug related offense. This paper also 
explores staff perceptions of the enabling factors in accessing services post-release for 
people with substance use disorders leaving prison. 
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 Due to the social perception, construction, and value of people with substance use 
disorders, they are a constituency frequently ignored when discussing enabling access to 
mental, physical, and substance use treatment. Although social workers and other human 
services professionals can also speak to enabling factors in access to care, it is important 
to give a voice to those living out these experiences with accessing care to address 
barriers from different angles- both professionally and personally.  
Conceptual framework 
 
Gelberg, Andersen, and Leake’s (2000) revisited a behavioral health model that 
focuses on access to medical care to develop a health services utilization model and 
theory specifically that can be applied to vulnerable populations, including individuals 
with substance use disorder (SUD) and the prison population (Figure 1). The original 
model (Andersen, 1995) addressed how and why families utilized health services and 
suggests populations’ utilization of health services is based on a predisposition of being 
able to access health care services or not based on their specific need. Gelberg, Andersen, 
and Leake’s (2000) newer model suggests vulnerable populations’ external environment 
and health care access impact health outcomes, like perceived health status, evaluated 
health status, and their health services consumer satisfaction.  
The environment a person lives in also impacts population characteristics, which 
Gelberg, Andersen, and Leake (2000) classify as predisposing characteristics, enabling 
resources, and need factors. Gelberg, Andersen, and Leake (2000) write predisposing 
characteristics are: (1) demographics such as age and gender; (2) social structure like how 
healthy or unhealthy a person’s physical environment is; and (3) health benefits which 
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are attitudes, values, and knowledge vulnerable populations have about their own health 
and their access to health care services all impact likelihood of utilizing health services. 
Enabling resources are health care facility availability, having health insurance, and 
earning a livable wage to access these resources. Finally, the need factor of requiring 
access to health services is critical to Gelberg, Andersen, and Leake’s model. The three 
factors outlined by this theoretical model impacts the health behavior of the vulnerable 
population, including their personal health practices (i.e. seeking health services or not) 
as well as the eventual health outcomes. The health behavior impacts the health 
outcomes, as well as cycling back and impacting the population characteristics.  
For people with substance use disorders reentering the community from prisons or 
jails, Gelberg, Andersen, and Leake’s (2000) health services utilization model for 
vulnerable populations explains why it is so difficult to avoid recidivism, relapse, and to 
access physical and mental health as well as substance use services upon release. In this 
original empirical study (Gelberg, Andersen, & Leake, 2000), the vulnerable population 
examined was homeless adults, which frequently have overlapping predisposing, 
enabling, and need factors to people with substance use disorders [although difficult to 
get an accurate count, SAMHSA (2003) estimates approximately 38% of the homeless 
population misuse alcohol and 26% misuse drugs other than alcohol]. Gelberg, Andersen, 
and Leake (2000) found better health outcomes were not associated with homeless 
severity, mental health problems, or substance use, but that better health outcomes were 
predicted by things like having a community clinic or private physician as regular sources 
of care. For people with substance use disorders, if their environment has low social 
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support with high social isolation from services and is a high crime neighborhood with 
constant exposure to violence, that person is more likely to develop a mental health or 
substance use disorder (Stockdale, et al., 2007).  
People with substance use disorders are also more likely to have physical health 
problems, such as hepatitis and HIV/AIDS (Leukefeld, et al., 1998). Research shows that 
unless a person with substance use disorder is accessing health services prior to 
incarceration, it is highly unlikely they will begin to access services post incarceration 
(Staton, Leukefeld, & Webster, 2003). Even in a sample of previously incarcerated 
persons with severe mental illness reentering the community after already having 
received mental health treatment at a community mental health center, homelessness 
upon release was the most significant predictor of recidivism upon release (Serowik & 
Yanos, 2013). Because it is very rare for people with substance use disorders to have a 
private insurance plan, many times they utilize public insurance plans. This can limit 
access to services in public sector hospitals, many times in the form of emergency room 
visits and not preventative care. Overuse of emergency services overburdens the public 
sector with unpaid medical bills and continues the people with substance use disorders on 
a path of poor health (Leukefeld, et al., 2006). Therefore, limited access to health care 
services because of a person’s environment (mediated by the population’s characteristics) 
impacts the use of potential use of health services, which then impacts health outcomes. 
If a person with a substance use disorder is experiencing poor health outcomes across a 
range of mental, physical, and substance use symptoms, the likelihood of relapse and 
recidivism increases (Wallace & Papachristos, 2014).  
  46 
Critique of Theory 
Gelberg, Andersen, and Leake’s (2000) health services utilization model, which can 
be applied to explain much of a person with SUD’s cycle of drug use, incarceration, 
reentry, and then relapse and recidivism, does not adequately explain why people with 
SUD having trouble accessing health services are vulnerable in the first place. For 
example, why is it that so many people with substance use disorders happen to live in 
resource poor neighborhoods with low health services utilization? While the Gelberg, 
Andersen, and Leake (2000) model does discuss population characteristics as an 
important piece of health services utilization, it fails to delve deeper into the picture, 
looking at institutionalized racism and discriminate policing practices that 
disproportionately incarcerate black men from poor communities for drug offenses. This 
model does not consider the macro/policy level factors that also might impact health 
services utilization, and this study expands on the Gelberg, Andersen, and Leake (2000) 
model to include this level of application.  
Methodology 
 
 Approval for the study was granted by the Charles River Campus Institutional 
Review Board at Boston University protocol number. The goal of this qualitative study 
was to give voice to the accounts of both people with substance use disorders reentering 
society after prison and the reentry specialists who work with them as they navigate 
mental health, physical health, and substance use services. More specifically, the study 
was designed to explore participants’ (both people in reentry themselves as well as the 
reentry staff who facilitate their reentry) perceptions of the predisposing, enabling, and 
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need factors in accessing physical health, mental health, and substance use services post 
release.  
The recruitment site is a non-profit, tax-exempt corporation based in Boston 
dedicated to assisting people who have been incarcerated to address the issues that 
brought them to prison and help this group navigate the complexes social systems (job 
market, housing search, etc.) back in the community. Their mission is to assist people 
who are or have been in prison to achieve healthy, productive and meaningful lives. One 
of the longest standing non-profits in the Boston area doing this work (incorporated in 
1976), the site has provided intensive support services for over 7,000 men and women 
who are or have been in prison using personalized combinations of case management, 
health services, career development, and counseling support to reintegrate clients into 
their communities. The researcher has a long-standing relationship with the recruitment 
site as a program evaluator on several BJA and SAMHSA grants. 
At the site, a combination of purposive and snowball sampling was employed to 
identify clients with SUD (n=10), as well as staff working with people leaving prison and 
reentering the community with specific knowledge of the enabling factors to service 
access (n=10).  Purposive sampling is frequently used with key informant interviews or 
to identify individuals with topic specific knowledge or experiences (Palinkas et al., 
2015). In this case, the reentry specialists were identified using purposive sampling and 
then snowball sampling was used to identify clients connected to them. Reentry 
specialists were directly recruited to participate in the study by the researcher, whereas 
clients were then provided with study information by the reentry specialists and asked if 
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they were interested in participating in the study if they met inclusion criteria. Sample 
size was determined by incentive funding available to employ a pilot this study. 
To meet the inclusion criteria, clients needed to appear capable of providing 
written informed consent to the research component of the project be able to read and 
understand English, be at least 18 years of age, who have been identified by recruitment 
site staff as fulfilling criteria for substance use, been released from a Massachusetts state 
or county prison for a drug related charge in the past 30 days and able to receive and 
access services in the greater Boston area, through the recruitment site living within an 
accessible range of city of Boston for the foreseeable future. The reentry specialists 
interviewed had to be recruitment site employees that work directly with clients coming 
out of prison. Exclusion criteria which would disqualify an individual from participating 
in the study were clients with histories consistent with known moderate to severe 
developmental delays, acute severe psychiatric condition, such as psychoses, or a medical 
condition in need of immediate treatment, or imminent suicide risk and unable to remain 
in the targeted geographic region for service delivery for duration of active phase of 
research. 
The interviews for this pilot study were conducted in August of 2016. The 
researcher explained the qualitative interviews would be completely confidential and that 
their responses would have no bearing on the services they would be eligible to receive at 
the recruitment site. The researcher obtained a signed consent form, then began to read 
aloud questions to participants and allowed for open ended responses while taking in 
depth notes. Interviews were also recorded and transcribed. The interviews, which were 
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held in a private conference room at the recruitment site, lasted anywhere from 25 
minutes to 2 hours in length and the participants were reimbursed $10 CVS gift card for 
their time.  
Of note, the interviewer is experienced in working with this population at this site 
and has a background in criminal justice, public health, sociology, and social work. Site 
supervisors as well as academic supervisors met regularly to debrief the interviews. 
 Interviews explore the following items: 
The following research questions were asked to both the recently released clients and 
the reentry staff at the data collection site. All questions are the same, allowing for 
predisposing, enabling, and need factors to be acknowledged when discussing access to 
mental health, physical health, and substance use services post release: 
Since you/your client have/has been back in the community… 
 
◦ Have you/your clients attempted to access mental health care services? 
◦ If yes, any issues (barriers) accessing these services? 
◦ Any strategies that helped (facilitators) in accessing these services? 
 
◦ Have you/your clients attempted to access physical health care services? 
◦ If yes, any issues (barriers) accessing these services? 
◦ Any strategies that helped (facilitators) in accessing these services? 
 
◦ Have you/your clients attempted to access substance abuse services? 
◦ If yes, any issues (barriers) accessing these services? 
◦ Any strategies that helped (facilitators) in accessing these services? 
 
Equal numbers of clients (n=10) and staff (n=10) were interviewed for the study. 
Interview recordings were transcribed and coded by hand using thematic analysis (Braun 
& Clarke, 2006). Member checking was utilized at the site for clarity and validity of 
interview data. This occurred at the closing of the data collection site in September of 
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2017, where every person who has ever received services at this agency were invited to a 
potluck dinner and celebration of the agency’s accomplishments and relationships it has 
built over the past 40 years it had operated. At this meeting, data collected for this 
dissertation was presented and both clients and staff were able to comment and add to the 
data they shared in original interviews.  
Findings 
 
 In general, both client participants and reentry specialists agreed that there were 
many individual and systems level enabling factors to accessing necessary mental health, 
physical health, and substance use treatment post release from prisons or jails for people 
with substance use disorders; aligning with Gelberg, Andersen, and Leake’s (2000) 
health services utilization model, predisposing and need factors were also mentioned. 
Clients generally perceived enabling structural and policy factors to be less problematic 
compared to the reentry specialists for accessing appropriate mental health, physical 
health, and substance use services post release. Clients took ownership of their 
connection to services post release. A discussion of participant demographics is followed 
by primary themes that presented.  
Demographics 
 
The population of focus is people with substance use disorders who were recently 
(within past 30 days) released from a Massachusetts jail or prison for a drug related 
offense (n=10) and the reentry specialists who work primarily to assist in connecting 
them to mental health, physical health, and substance use services (n=10). Half of the 
clients interviewed identified as male (50%) and half identified as female (50%). Six of 
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the 10 clients (60%) identified as Black/African American, 2 (20%) as white, and 2 
(20%) as Latino. This sample had a mean age of 48.94 years and an average of 14.36 
years spent incarcerated in their lifetime. Of the reentry specialists, 7 (70%) identified as 
female and 3 (30%) identified as male. Five of the 10 staff members (50%) identified as 
white, 3 (30%) as Black/African American, and 2 (20%) as Latinx, with a mean age of 
34. 01 years and an average of 2.3 years employed at the recruitment site. 
Major Themes 
 
 Clients identified their past history with mental illness, substance use, 
incarceration, homelessness, victimization, and personal motivation to access services as 
predisposing factors in accessing health services post release. Identified enabling factors 
of a supportive professional staff, insurance coverage, sobriety, informal support from 
family and friends, social stigma around substance use/incarceration, wait times for 
needed services, as well as affordable and available transportation and housing were 
mentioned as well as need factors of acknowledging the need to access mental health, 
physical health, and substance use services post release.  
Interviewed reentry specialists named systems level, postincarceration policy 
factors (see Hall, Wooten, & Lundgren, 2016; Study 1) impacting clients immediately 
after release (like having to reinstate insurance, a MA state ID, driver’s license, 
reapplying for public assistance benefits, lack of affordable housing inclusion) as well as 
clients’ mental health, physical health, and substance use needs not being addressed as 
the most pressing enabling factors to accessing mental health, physical health, and 
substance use services post release. Additional enabling factors for accessing health 
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services that are mentioned are personal drive and motivation, abstaining from alcohol or 
drug use, the support of family and friends, and professional support. However, reentry 
specialists felt as though being honest about the structural and policy level enabling 
factors with clients and being a consistent support for clients (keeping appointments, 
developing rapport, writing letters of support and/or recommendation) were the most 
important enabling factors to successfully accessing mental health, physical health, and 
substance use services for clients post release.  
Reflecting on Gelberg, Andersen, and Leake’s (2000) Health Services Utilization 
Model, Table 1 lists themes discussed by both clients and reentry staff during interviews 
and places them into the conceptual model’s population characteristics. In line with this 
conceptual model, the population characteristics influence the health behavior and 
outcomes of people with substance use disorders leaving prison and reentering society, 
attempting to utilize health services. Due to the numerous intricacies in the factors listed 
in this study, this specific population’s positive outcomes in the community are even 
more difficult to obtain. 
Mental Health 
 
All clients (100%) attempted to access mental health care services upon release 
(need factor): 4 (40%) noted they faced barriers, with four citing their criminal record, or 
stigma related to their criminal record or DMH past, as being the biggest predisposing 
factor, followed by waitlists to get into services they needed (enabling factor). Two 
(20%) described professional support (enabling factor) as well as personal motivation 
(predisposing factor) as the biggest assistance in being connected to mental health 
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services post release (Table 2). All reentry staff (100%) noted the importance of working 
to get recently released clients connected with mental health services as soon as possible 
post release, as the local prison these participants were releasing from supplied a 30-day 
supply of medication to bridge the gap in services during their transition from prison to 
the community. Eight (80%) of reentry staff mentioned barriers related to navigating 
social systems or policy, citing not having the funds for transportation, child care, or to 
reinstate identification documents like a state ID or ordering a new social security card as 
being major barriers to accessing mental health services post release (enabling factors). 
Additionally, three (30%) staff mentioned role confusion, with clients many times 
thinking reentry staff were also mental health specialists (though they are case managers), 
as being a barrier that is also related to transportation. When discovering they would have 
to travel to receive specialized mental health care, clients view this as a major hurdle in 
their reintegration to society, as transportation is costly, and services are spread out 
around the city (enabling factor). All reentry staff (100%) mentioned that being 
transparent with clients about the process of obtaining mental health care is something 
that enables patience with the process for people with SUD in reentry from prison. This 
signals a perceived acceptance of structural/policy barriers in accessing care post release. 
Physical Health 
 
Eight out of 10 (80%) clients attempted to access physical health care services 
upon release: 2 (20%) faced barriers, including using new insurance information, trying 
to find new primary care physicians (PCP) and citing waitlists to necessary services as 
being enabling factors to physical health service utilization, followed again by issues with 
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transportation. Three (30%) clients described personal motivation as the most important 
predisposing factor mentioned as a facilitator, followed by sobriety (Table 3). Seven 
(70%) of reentry staff mentioned the need factor of client’s acknowledging physical 
health needs as important to address and connected to mental health and substance use 
improvements post release as a major barrier to accessing physical health treatment in the 
first place. Similarly to what was heard in client interviews, 10 (100%) of reentry staff 
mentioned barriers to accessing a PCP (issues with insurance, wait lists) as important in 
navigating access to physical health treatment. In their interviews, nine (90%) reentry 
staff mentioned having previously built connections to past PCPs and medical facilities 
clients’ have utilized as being an enabling factor for accessing physical health services 
they need post release. Good connections to local agencies and consistency in providers 
stem from systems level factors for reentry staff. 
Substance Use 
 
Six (60%) clients attempted to access substance use services upon release (need 
factor): 2 (20%) faced barriers, citing their sobriety as being important in accessing sober 
living, followed by sober housing affordability and availability (enabling factors). Three 
(30%) described personal motivation (predisposing factor) and professional support 
(enabling factor) as the biggest assistance to accessing substance use services post release 
(Table 4). All reentry staff (100%) mentioned several policy level enabling factors 
impacting access to substance use services post release for clients; clients who are in 
active addiction need to be medically cleared through a detox facility before entering 
treatment, and at that point the client needs money to put as a down payment on a room 
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in a sober living facility in the community, if there is a bed available. Affordability and 
availability came up as the most important enabling factors to entering substance use 
services for both clients and reentry staff. All reentry staff (100%) mentioned that being 
transparent with clients about the process of obtaining substance use services 
(specifically quality treatment and sober housing that is available and affordable) is 
something that enables patience with the process for people with SUD in reentry from 
prison. This signals a perceived acceptance of structural/policy barriers in accessing 
substance use related care, like sober housing, post release. 
Discussion 
 
Predisposing factors were mentioned frequently in the client interviews, with 
many noting their histories with mental illness, substance use, incarceration, 
homelessness, and victimization as making it more difficult to access services post 
release, as many feel stigmas associated with these predisposing identities. Because most 
of those interviewed have been incarcerated and gone through the process of community 
reentry several times over, they mentioned feeling social stigma and shame in this 
continuous cycle of trying to access services and permanently reenter the community. 
Personal motivation to access services was also a recurring theme as a predisposing 
factor that assisted clients in having the stamina to wait for the time it takes to address 
barriers around availability and affordability of mental health, physical health, and 
substance use services post release.  
Enabling factors clients with SUD mentioned in their interviews were things like 
having their Medicaid insurance turned on prior to release (as required by Massachusetts 
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policy, though this is not enforced), sobriety, having informal support from family and 
friends, and formal support from professional staff. Additional enabling factors as 
barriers that were mentioned by clients with SUD in reentry from prison were long wait 
times for services, and issues with affordability and availability of transportation and 
housing services. For the reentry specialists, most of the barriers to access to treatment 
seem to be issues related to systems level factors, like postincarceration policies and 
state/federal budgets constraining the affordability and availability of welfare services 
like affordable and available transportation, child care, and housing. State and federal 
funding for these services are heavily influenced and led by social stigma and public 
opinion, creating additional systems level barriers through postincarceration policy for 
those with SUD in reentry that professional reentry staff was able to navigate easier with 
their toolkit than clients themselves. Reentry staff also mentioned having previous formal 
connections to other agencies and organizations that provide services for the reentry 
population, as well as allowing the process of service access to remain transparent, as 
enabling factors during community reintegration for people with SUD leaving prison. 
This idea was somewhat less of a focus for client respondents, who noted structural 
barriers to reentry as something that was impeding progress but was accepted by the 
population. There are postincarceration policies in place that make it difficult for people 
coming out of prison to access physical health, mental health, and substance use services 
post release (Hall, Wooten, & Lundgren, 2016; Study 1). Due to immense competition 
for federal, state, and local grant funding, small non-profits like the one utilized as a 
recruitment site for this study have found themselves serving more and more clients with 
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less funds to do so, bringing about large amounts of debt. Unfortunately, this data 
collection site had to close its doors in the fall of 2017, leaving thousands of clients 
without a safe place to eat, job search, and network. This group, which as we can see 
through the data thrives on stability, has yet again lost a stable and predictable part of 
their lives.  
In terms of client perception of need for services, mental health treatment was the 
most sought after and utilized, followed by physical health and substance use services. 
Reentry staff noted that mental health, physical health, and substance use services were 
needed by all clients with SUD post release from prison. It has shown to be difficult for 
clients to reintegrate into the community when they are not able to identify the need for 
and actually receive integrated care for mental health, physical heath, and substance use 
care. Based off their responses, it seems this population has become accepting of the 
reality that many of the barriers to their accessing services post release are structural, and 
that reentry staff or other professional support is needed in order to navigate the 
complexities of the system post release. Society’s perception of people with substance 
use disorders leaving prison is reflected in the policies we enact, which clearly demarcate 
lines between the “worthy” and “unworthy” of assistance in a vulnerable time like reentry 
from prison back into the community. Therefore, many of the responses seem to focus 
more on the predisposing factor of self-motivation and enabling factors like their 
informal and professional support systems as enabling access to services instead of a 
focus on the structural barriers that influence the ease of access to services available to 
this population.  
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Limitations 
 
While this research helps explain the predisposing, enabling, and need factors (as 
seen in Gelberg, Andersen, and Leake, 2000) to a successful reentry for people with 
substance use disorders, it may underestimate the role that the individual has in his or her 
trajectory to reduce relapse and recidivism upon community reentry from prison (Visher 
& Travis, 2003). This study was focused on more macro level predisposing, enabling, 
and need factors (rather than individual traits) that impact health services utilization 
within 30 days after release from prison for people with SUD, though personal 
motivation to access services did come up in both client and reentry staff interviews as a 
theme. Gideon (2010) found that a user’s own motivation to change their lives was a 
significant factor in relapse and recidivism reduction for people with substance use 
disorders in a prison-based drug treatment program, among many other factors people 
with substance use disorders may encounter during the phase of community reentry. 
Stressing the importance of community resources and providing formal physical and 
mental health and substance use services in communities where people with substance 
use disorders live is critical, but overcoming the adversity of the stigma in being labeled 
as an addict and a felon is something that is undoubtedly impacted by a person’s internal 
drive and motivation. Additional limitations include the pressure to answer questions in a 
socially desirable way due to participant/researcher power dynamics, perhaps being under 
the influence of drugs or alcohol during the qualitative interview, and/or the limitations of 
self-report of factors associated with reentry into the community from prison. Lastly, 
given that these qualitative interviews were completed in Boston under Massachusetts 
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law (which is considerably progressive in terms of criminal justice reform for people with 
substance use disorders), these results may not be generalizable to the US population of 
people with SUD reentering the community from prison. 
Conclusion 
 
Clients reported that professional support in helping to navigate health services 
for people with SUD reentering the community from prison is critical, and that this 
support significantly impacts the availability of resources and ease of access to physical 
health, mental health, and substance use services during a time they are most vulnerable. 
As presented in this paper, social work and criminal justice professionals, as well as the 
entire local community play a crucial role in facilitating this group’s transition from 
prison to our communities. Social work and criminal justice professionals should begin to 
focus on and advocate for additional supports for formal mental health, physical health, 
and substance use services in their communities and the means to get to these services, as 
one of the major enabling factors in accessing services mentioned by both clients and 
reentry staff was the affordability and availability of accessing services. There is a need 
for an increase in these resources for people with substance use disorders during reentry 
in order to reduce the chance of relapse and recidivism upon release. These services need 
to be modified to address common barriers in accessing mental health, physical health, 
and substance abuse services order to promote congruence in what both clients and 
reentry staff are recognizing as enabling factors to community reentry for people with 
substance use disorders, as a large percentage of people leaving prison have SUD.  
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It is quite possible that this therapeutic, holistic approach is the prototype, yet 
because of large caseloads and low pay, it is more difficult to provide supportive services 
that will bridge partnerships between social work and criminal justice professionals alike 
during the transition from prison to the community (Visher, 2005). Once the resources 
and the access to these formal services in the community are in place, society’s image of 
people with substance use disorders and the communities they come from as deviant 
could improve, as people with substance use disorders would then be more likely to 
return to and have access to social work resources, like mental and physical health 
services and substance use facilities, instead of the criminal justice approach of the cycle 
of incarceration. This shift could change the way society views people with SUD by 
decriminalizing labels and stigmas, referring to this population as people with substance 
use disorders instead of addicts, drug users, or drug offenders. Using Gelberg, Andersen, 
and Leake’s (2000) Health Services Utilization Model, we would see that predisposing, 
enabling, and need factors for people with substance use disorders in the community 
would inherently begin to change, allowing for the health behaviors and outcomes to 
ultimately be more supportive of an inclusive reintegration of people with SUD leaving 
prison. 
Future Research 
There is an immense need for an updated cost-benefit analysis to show whether 
and to what extent providing more avenues to accessing mental health, physical health, 
and substance use services is more cost effective than the continued cycle of 
incarceration. Future research on this issue should include a much wider study that spans 
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across many states to inform the federal government on the predisposing, enabling, and 
need factors in accessing such mental health, physical health, and substance use services 
for people with substance use disorders post release. Future research should also seek out 
current integrated care systems that are working well with coordinating such mental 
health, physical health, and substance use services for people with substance use 
disorders post release to test for effectiveness, both in terms of cost and client related 
well-being outcomes.  
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Table 1. Client and Staff Health Services Utilization Model 
 
 Client Reentry Staff 
Predisposing Mental illness  
 Substance use  
 Incarceration history  
 Homelessness  
 Victimization  
 Personal motivation 
to access services 
 
Enabling Supportive case 
manager 
Transparency 
 Insurance Good rapport 
 Sobriety Connections to local 
agencies 
 Family support Consistency in 
providers 
 Social stigma Social stigma 
 Wait times for 
services 
State level welfare 
policy 
 Transportation Funding climate 
 Affordable housing Finances 
 Perceived acceptance 
of structural/policy 
barriers 
Perceived acceptance 
of structural/policy 
barriers 
Need Mental health Mental health 
 Physical health Physical health 
 Substance use  Substance use 
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Table 2. Client and Staff Perceptions of Predisposing, Enabling, or Need Factors to 
Mental Health Services 
 Clients Staff 
Barriers: Predisposing, 
Enabling, Need 
John (48/M/White): “I felt 
stigma and shame because I 
am a long term DMH 
(Department of Mental 
Health) client and I can’t get 
it together. I am constantly 
fighting with myself to do 
the right thing. Every time I 
get out I have to go over my 
history and answer the same 
questions; it’s triggering. 
When I got out this time I 
felt like I was running 
around trying to find the 
doctor with the shortest 
waitlist to not delay getting 
my meds.” 
Sharon (27/F/White): “Many 
of my clients get me [case 
manager] confused with a 
clinician. When clients find 
out they have to travel 
somewhere else for MH 
services, you see the anxiety 
flare up almost immediately. 
Transportation, child care, 
identification documents- all 
barriers to accessing the right 
care.” 
Facilitators: 
Predisposing, Enabling 
Lucy (42/F/Latinx): “My 
case manager made sure my 
Mass Health was turned on 
right away so I could get the 
medication I needed. I got on 
the ball for once, this time.” 
“It is a process, and nothing 
can be done to really speed it 
up.” 
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Table 3. Client and Staff Perceptions of Predisposing, Enabling, or Need Factors to 
Physical Health Services 
 Clients Staff 
Barriers: Predisposing, 
Enabling, Need 
Linda (40/F/Black): “I had 
so many issues trying to find 
a PCP that is enrolling new 
clients and takes my 
insurance. It’s such a long 
process with waitlists to get 
what is needed. Then most 
of the time the appointments 
are so far away and I have no 
money to access 
transportation to keep them.” 
Luis (49/M/Latinx): “Many 
clients do not see the need 
for the physical health 
treatment, and how that 
ultimately impacts their MH 
and SA health, because 
they’ve lived with chronic 
diseases like Hep-C, 
diabetes, HIV/AIDS, and 
asthma for most of their 
lives. It’s hard to convince 
clients to hang on when the 
waitlists for a PCP are so 
long.” 
Facilitators: 
Predisposing, Enabling 
James (46/M/Black): “This 
time I am able to make my 
own appointments and that 
helped keep me accountable. 
I’m more consistent and 
being my own best advocate 
and staying sober.” 
“Trying to get clients to go to 
the same medical facility 
they used before being 
incarcerated helps 
sometimes.” 
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Table 4. Client and Staff Perceptions of Predisposing, Enabling, or Need Factors to 
Substance Use Services 
 Clients Staff 
Barriers: Predisposing, 
Enabling, Need 
Carter (34/M/White): 
“Finding an affordable sober-
living community is so 
difficult when you are living 
on the street. There are too 
many people who are 
waiting. We need to make 
treatment longer so people 
don’t have to go to the 
shelter because it is 
impossible to stay clean and 
out of trouble in a shelter.” 
Alice (31/F/Black): “Right 
now, even to get into a 
detox, a person needs to be 
medically cleared. That 
requires a client to go to the 
ER to get the OK, and that’s 
frustrating for people who 
are already on the fence 
about getting help. Once 
you’re detoxed, finding 
money for fees and rent for 
sober housing is almost 
impossible.” 
Facilitators: 
Predisposing, Enabling 
Ambyre (37/F/Black): 
“Being honest with myself 
about my using helped me 
give sobriety a better chance. 
My case manager helped me 
find a good place to live 
where no one was using, and 
now I feel confident about 
my sobriety.” 
“Being open, realistic, and 
honest about this process is 
the best we can do, but the 
reality is grim.” 
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Figure 1. Gelberg, Andersen, Leake’s (2000) Health Services Utilization Model 
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CHAPTER 4: STUDY 3 
What factors predict attempted access of physical health, mental health, and substance 
use services for people with SUD leaving prison? A look at factors impacting health 
services utilization. 
Introduction 
 
 Research has long shown the importance of supportive networks post release for 
people with substance use disorder (SUD) leaving prison to reduce relapse and recidivism 
(Binswanger, et al., 2012; Inciardi, Martin, & Butzin, 2004; Kissman & Torres, 2004; 
Spjeldnes, Jung, Maguire, & Yamatani, 2012). While one cannot understate the 
importance of individual motivation for change in successfully reentering society from 
prison, postincarceration policies have long established barriers to full reintegration in the 
community after release (Hall, Wooten, & Lundgren, 2016; Study 1). For people with 
SUD leaving prison, getting picked up for a drug related crime, completing a stint of 
incarceration, and reentering their communities is a cycle that can recur multiple times 
over the life course due to issues with community reintegration post release (Study 2). 
Research shows that health services utilization post release is an enabling factor that may 
lead to relapse and recidivism if barriers prohibit access (Begun, Early, & Hodge, 2016; 
Binswanger, et al., 2012). There are competing ideas of why the groups with the most 
need for health-based services have the least access, with one being indicative of specific 
predisposing, enabling, or need factors (Gelberg, Andersen, & Leake, 2000) or due to 
motivation for change (Gideon, 2010), and this study helps to explore the demographics 
of the population with SUD reentering the community from prison, as well as explain 
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some of the complexities around barriers to accessing physical health, mental health, and 
substance use services post release as described by people with SUD reentering society.  
Statement of the problem 
 
 There are over six million people under some form of supervision in the United 
States criminal justice system, and this number is on the decline (Kaeble & Cowhig, 
2018) as criminal justice reform is on the political agenda at the local, state, and national 
levels due to the shear cost of incarceration worldwide. With at least 95% of all prisoners 
in the United States releasing to the community at some point in their lives (Hughes & 
Wilson, 2005) and 76.6% returning back to prison within five years post release (76.9% 
of them being previously incarcerated drug related offenses) (Durose, Cooper, & Snyder, 
2014), this poses some questions around what support systems and barriers are identified 
by people with SUD during the critical reentry phase of leaving prisons and jails and 
returning to their communities.  Due to having a negative social construction and being 
stigmatized in society while simultaneously commonly returning to resource poor 
communities, even people with SUD in reentry who signal their need for services post 
release are commonly running into issues accessing services they deem essential to 
successful community reintegration. Many times, these barriers have to do with the 
stigma related to substance use and even nonviolent criminal histories (Van Olphen, 
Eliason, Freudenberg, & Barnes, 2009), and social policy mirrors this view, therefore 
impacting public opinion. 
 Begun, Early, & Hodge (2016) interviewed men and women reentering the 
community following a period of incarceration to understand their service needs post 
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release as well as the barriers they faced in accessing needed services. In this study, 
62.5% of participants reported needing substance use services and 56.5% reported 
needing mental health services post release, with respondents experiencing an average of 
4.54 barriers for accessing substance use related services and an average of 5.6 barriers 
for accessing mental health services post release. The current study aims to expand on 
this research (as well as the findings in Study 2), by employing quantitative methods to 
examine descriptive statistics of people with SUD leaving prison, as well as the factors 
associated with those who seek physical health, mental health, and substance use services 
post release. Additionally, this study explores health care service needs, analyzing 
qualitative data to determine access barriers and facilitators to health services utilization 
post release for people with SUD.  Seiter and Kadela (2003) found poor physical health 
to be a barrier to successful community reentry, and Woods, Lanza, Dyson, and Gordon 
(2013) found continuity in health care being a protective factor of successful community 
entry for those leaving prison, further showing the importance of including this factor for 
consideration in future analysis.  
 While barriers to community reintegration are common for people with SUD, a 
supportive environment in the community to return to helps ensure more service use 
connections (Sung & Richter, 2006). People with SUD attempting to reenter the 
community from prison are more likely to be successful with support from their social 
networks (both informal, like family and friends, and formal, professional supports) and 
resource rich communities (Binswanger, et al., 2012; Mowen & Visher, 2015), though 
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access to the protective factors are not common to the reentry experience for people with 
SUD.  
Conceptual framework 
 
 The original qualitative phase of this study in which the current mixed methods 
study is based on uses the Gelberg, Andersen, and Leake (2000) health services 
utilization model (Study 2). The aim of Study 2 is to explore the various predisposing, 
enabling, and need factors both people with SUD leaving prisons as well as the reentry 
staff that help to facilitate community reintegration from prison identify as impacting 
physical health, mental health, and substance use service use utilization in the community 
post release. The Gelberg, Andersen, and Leake (2000) model explains why it can be 
difficult to avoid recidivism and relapse through identifying predisposing, enabling, and 
need factors impacting access to physical health, mental health, and substance use 
services upon release from prison for people with SUD. If a person with a SUD is 
experiencing poor health outcomes across a range of mental, physical, and substance use 
symptoms, the likelihood of relapse and recidivism increases (Wallace & Papachristos, 
2014). Since expanding on the first qualitative phase of the study, the author has added 
additional theories focusing on community resources and social construction as part of 
this study’s conceptual framework in order to hone in on how macro level factors impact 
the access people with SUD leaving prison have to health care services.  
Community-focused theories 
Community level processes have long been recognized as an explanation for variation 
in community crime. Kubrin and Stewart (2006) examined the role of neighborhood 
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context in predicting recidivism for people as they transition from prison back to the 
community. A community level theory like this focuses on the undeniable influence of 
community context in people with SUD’s lives, and theorizes those who return to 
disadvantaged, resource poor neighborhoods will be more likely to recidivate or relapse 
than those who return to resource rich, affluent neighborhoods. The neighborhoods people 
with SUD frequently return to contain many barriers to a successful community 
reintegration and can endanger the chance at reduced relapse and recidivism. People with 
SUD leaving prisons and jails are relying on their neighborhoods to provide affordable and 
available housing, transportation, employment, treatment, and accommodating supervision 
(Kubrin & Stewart, 2006).  
Many times, these communities do not offer the services and social capital people with 
SUD in reentry so desperately need to reduce recidivism and relapse; for example, job 
opportunities are sparse for those with criminal histories, and there are even less 
opportunities available in resource poor neighborhoods (Visher & Farrell, 2005). In 
addition to this, mental and physical health as well as substance use services are not readily 
available for this population in these communities (Archibald & Putnam Rankin, 2013). 
This is a serious issue when 87% of inmates believe securing a job post release is necessary 
to remain out of prison (Kubrin & Stewart, 2006). Similarly, 75% of inmates reported that 
having a place to live was an important factor in remaining out of prison and 75% of 
inmates also report social services are not accessible in the neighborhoods they reenter 
(Visher & Farrell, 2005). Concentrating the reentry population to certain communities 
makes neighborhoods less likely to improve, creating more disadvantage and segregation.  
  75 
People with SUD in reentry are less able to participate in civic life in these 
communities, which makes them more likely to recidivate or relapse. For example, 
community level crime theory, according to Lynch and Sabol (2004), supports the notion 
that there is a certain “geographic space of incarceration” and incarceration, in a 
community context, serves to weaken families, attachment to employment, and community 
cohesiveness (p. 267). Access to social services, including access to physical and mental 
health as well as substance use services, is crucial for people with SUD leavings prisons 
and jails in order to reduce recidivism and relapse rates. In fact, a study by Hipp, Petersilia, 
and Turner (2010) found that for those reentering communities where social service 
providers were nearby, there was a reduction in risk of recidivism by 26.8%. In contrast, 
when social service providers are not nearby in communities where people are reentering 
the community after incarceration, there is an increased risk of recidivism by 37% (Hipp, 
Petersilia, & Turner, 2010). Visher and Farrell (2005) believe that “ultimately, community 
members must often manage a delicate balance between feeling fearful and mistrustful of 
returning prisoners and providing support and services for them” (p. 2) in order for people 
with SUD to successfully reintegrate into their communities while reducing the risk for 
recidivism and relapse. 
Critique of Theory 
Kubrin and Stewart’s (2006) neighborhood context theory does not fully examine how 
socially cohesive some of the poorest and most segregated neighborhoods can be. This 
could disprove the part of this theory that implies communities are distrustful of people 
reentering the community after stays in prison.  In addition to this, Lynch and Sabol’s 
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(2004) community level theory supports the claim that mass incarceration decreases stigma 
around incarceration back in the community, which again contradicts the finding the mass 
incarceration disjoints community cohesiveness. Community based theories also fail to 
acknowledge the important role of family, professional staff and social supports as 
determinants for crime and substance use, and that even if a neighborhood has social 
services located close by, the access to these services may be curtailed by a person’s lack 
of income or their incarceration history- even their mental and physical health and 
substance use history.  
Social Construction Theory 
 
Schneider and Ingram (1993) developed a model of social constructions and political 
power (Figure 2), showing that people with SUD and those with incarceration histories are 
part of a deviant group in society that has a negative social construction attributed to their 
image while simultaneously having weak political power. This application is problematic 
for people with SUD transitioning from prison to society for several reasons. Because they 
are labeled as deviant, a negative social construction, their needs are not met nor their 
voices heard, which in turn gives this group weak political power. People with SUD 
reentering the community are disenfranchised, leaving them no voice in what kinds of 
treatment they will have available to them upon release. This group also has little social 
support from their communities because of the stigmatized, deviant label placed not only 
on themselves, but also their communities of origin.  
Schneider & Ingram’s (1993) model of the social constructions and political power of 
target populations is relatable to Becker’s (1974) labeling theory, which states that a 
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person’s self-identity is shaped by the labels society has placed upon them. For example, 
once a person is convicted of a crime, whether it be a felony or misdemeanor, the label of 
“convict” or “felon” is placed upon this person both literally and socially, which prevents 
them from accessing informal and formal networks and social capital in society. In a study 
about the effectiveness of drug courts on a person with SUD’s reintegration into the 
community from prison, Miethe, Lu, and Reese (2000) found that participants in the 
community using services from drug courts felt more stigmatized than a comparable 
sample receiving services from general courts; this resulted in those people with SUD 
receiving drug court services being at a significantly higher risk of recidivism than those 
receiving general court services.  In another example, a study of 95,919 men and women 
in Florida who were sentenced to felony probation (some of whom were adjudicated as 
guilty and some withheld of guilt by the sentencing judge, as allowed by Florida law) 
shows that those who were adjudicated as guilty, a formal label, were significantly more 
likely to recidivate within two years post sentencing than those who were not given the 
formal label (Chiricos, Barrick, Bales, & Bontrager, 2007).  
Critique of Theory 
Schneider & Ingram’s (1993) theory of the social constructions and political power of 
target populations come very close to explaining recidivism, relapse, and barriers accessing 
physical and mental health as well as substance use services for people with SUD 
reentering the community, but it does not consider the intersection of some of these social 
constructions. For example, what happens when a veteran, mother, disabled person, or a 
minority also has an incarceration history or a substance use disorder? Intersectionality is 
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not addressed, and the intersection of two or more disadvantaged labels undeniably adds 
to a person’s lack of political power and negative social construction, making it more 
difficult to avoid recidivism and relapse. This also adds to the difficulties for people with 
SUD in accessing formal physical and mental health and substance use services in their 
communities post release. 
Methodology 
 
Data Collection 
 
Approval for the study was granted by the Institutional Review Board at Boston 
University. The goal of this mixed methods study (n=100) was to expand on a qualitative 
phase of this study during which semi structured interviews were conducted with clients 
(n=10) reentering the community from prison directly and staff (n=10) working to 
connect the clients in reentry to services post release (Study 2). This follow-up study 
employs in-person interviews (n=100) as to examine the extent to which the primary 
services identified in Study 2 are aligned with the services reentry populations request 
post release and to identify participant perceptions of enabling factors (facilitators and 
barriers) to obtaining these services. 
Recruitment Site 
The recruitment site is a non-profit, tax-exempt corporation based in Boston 
dedicated to assisting people who have been incarcerated to address the issues that 
brought them to prison and help this group navigate the complexes social systems (job 
market, housing search, etc.) back in the community. Their mission is to assist people 
who are or have been in prison to achieve healthy, productive and meaningful lives. One 
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of the longest standing non-profits in the Boston area doing this work (incorporated in 
1976), the site has provided intensive support services for over 7,000 men and women 
who are or have been in prison using personalized combinations of case management, 
health services, career development, and counseling support to reintegrate clients into 
their communities. The researcher has a long-standing relationship with the recruitment 
site as a program evaluator on several BJA and SAMHSA grants. 
Study Population 
At the site, snowball sampling was employed to identify the first willing and 
eligible clients with SUD (n=100) who had been released from Boston area prisons and 
jails within the last 30 days and had been in contact with the recruitment site to start 
receiving post release services. Both program reentry staff from Study 2 and clients who 
had participated in the study helped to identify others who would be interested and meet 
inclusion criteria. Sample size was determined by incentive funding available. While 100 
people were surveyed for this study, over 100 clients were eligible to participate. This 
study accepted the first 100 who met inclusion criteria and provided informed consent to 
participate in the research. The interviews for phase 2 of this study were conducted from 
August 2016 through January of 2017. The researcher explained the interviews would be 
completely confidential and that their responses would have no bearing on the services 
they would be eligible to receive at the recruitment site. The researcher obtained a signed 
consent form, then began to read aloud survey questions to participants and allowed for 
open ended responses while taking in depth notes. The survey data collection, which 
were held in a private conference room at the recruitment site, lasted anywhere 
  80 
approximately 30-45 minutes in length. The participants were reimbursed with a $15 
CVS gift card for their time. Of note, the interviewer is experienced in working with this 
population at this site and has a background in criminal justice, public health, sociology, 
and social work. Site supervisors as well as academic supervisors met regularly to discuss 
the data. 
To meet the inclusion criteria, clients needed to appear capable of providing 
written informed consent to the research component of the project be able to read and 
understand English, be at least 18 years of age, who have been identified by recruitment 
site staff as fulfilling criteria for substance use, been released from a Massachusetts state 
or county prison for a drug related charge in the past 30 days and able to receive and 
access services in the greater Boston area, through the recruitment site living within an 
accessible range of city of Boston for the foreseeable future. Exclusion criteria which 
would disqualify an individual from participating in the study were clients with histories 
consistent with known moderate to severe developmental delays, acute severe psychiatric 
condition, such as psychoses, or a medical condition in need of immediate treatment, or 
imminent suicide risk and unable to remain in the targeted geographic region for service 
delivery for duration of active phase of research. 
Measures 
The measures used in the survey came come from three tools (ASI-Lite, TCL-40, 
and MOS) which all have been tested for reliability and validity. Detailed descriptions of 
these instruments are provided below. 
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1. Addiction Severity Index Lite (ASI; McLellan et al., 1980; 1992) is a standardized, 
clinical research interview assessing problem severity in various domains. Multiple 
studies of the ASI show evidence of reliability and validity across age, race, sex, and 
primary drug problem (McClellan et al., 1992). This is a self-report measure with seven 
sub areas, which has been tested and retested for reliability and validity. This measure is 
specifically used in for people with substance use histories to explore severity and 
incidence.  
2. Trauma Symptom Checklist-40 (TCL-40; Briere & Runtz, 1989) is a research tool that 
measures aspects of PTSD and other symptom clusters. This is a self-report measure with 
40 items and six subscales: anxiety, depression, dissociation, sexual abuse trauma index, 
sexual problems, and sleep disturbances that has been tested and retested for reliability 
and validity. This measure is specifically used in for people with trauma histories to 
explore severity and incidence. 
3. MOS Social Support (Sherbourne & Stewart, 1991) is a research tool to capture the 
various dimensions of social support. It is self-report with 19 questions, with subscales on 
topics such as tangible support, emotional support, and positive social interaction. 
Independent variables 
Following factors mentioned in the literature that can impact health services 
utilization, the independent variables presented in the data are age (taken from date of 
birth on ASI-Lite to date of interview), gender (measured male, female, transgender male 
to female [MTF], and transgender female to male [FTM]), race/ethnicity (clients will 
have options of White, Black, Asian/Pacific Islander, Hispanic/Latino(a), Middle Eastern, 
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Cape Verdean, Bi-Racial, Multi-Racial, and Other), perceived social support (measured 
through an index in the MOS Social Support Survey), length of time incarcerated (ASI-
Lite asks years and months), primary drug of choice (ASI-Lite asks respondent to 
specify), housing status (ASI-Lite gives choice of rent/own house, someone else’s house, 
on street/shelter, in institution, in residential treatment, in halfway house), education level 
(ASI-Lite asks what was the last grade completed), many variables examining mental 
health status (ASI-Lite asks if the respondent is prescribed medicines for a mental illness, 
if they are on SSDI, if they are experiencing a number of psych symptoms like depression 
or anxiety, and how much the psych symptoms are bothering them in the last 30 days), 
many variables examining physical health status (ASI-Lite asks if the respondent is 
prescribed medicines for a physical health issue, if they are collecting disability, if they 
are seeing a primary care physician, and how much the physical health symptoms are 
bothering them in the last 30 days), and variables examining severity of substance use 
(ASI-Lite asks a full history of years of substance use for substances alone as well as 
polysubstance use, if there was use in the past 30 days, and how many years of injection 
drug use), and traumatic histories (TCL-40 determines a PTSD diagnosis and ASI-Lite 
asks about past physical and sexual abuse experiences).  
Additional independent variables look at whether signaling importance of 
accessing physical health, mental health, or substance use services for people with SUD 
post release predicts attempted access to their services as well looking at previous health 
services utilization as a predictive variable. 
 Open-ended questions explore the following items: 
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The following research questions were asked to the recently released people with 
SUD at the data collection site. All questions are the same, allowing for predisposing, 
enabling, and need factors to be acknowledged when discussing access to mental health, 
physical health, and substance use services post release: 
Since you have been back in the community… 
 
◦ Have you attempted to access mental health care services? 
◦ If yes, any issues (barriers) accessing these services? 
◦ Any strategies that helped (facilitators) in accessing these services? 
 
◦ Have you attempted to access physical health care services? 
◦ If yes, any issues (barriers) accessing these services? 
◦ Any strategies that helped (facilitators) in accessing these services? 
 
◦ Have you attempted to access substance use services? 
◦ If yes, any issues (barriers) accessing these services? 
◦ Any strategies that helped (facilitators) in accessing these services? 
 
Open-ended question answers were coded by hand using thematic analysis (Braun 
& Clarke, 2006).  
Dependent Variables  
Three separate dichotomous variables were used to identify people who had 
attempted to access physical health, mental health, and substance use services post 
release. Specifically, the questions asked are: Since you have been back in the 
community, have you attempted to access physical health care services? Mental health 
care services? Substance use services?  
Data Analysis  
 Quantitative data were entered into SPSS and analyzed initially for frequencies 
and descriptive statistic commands to understand the demographics of the population 
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surveyed. Qualitative data were transcribed and coded by hand for themes divided by 
service need (mental health, physical health, or substance use services) as well as for 
factors related to accessing services. Bivariate statistical regression analysis (Table 1) 
were used to determine significant relationships between the independent variables and a 
positive attempt of accessing physical health, mental health, and substance use services. 
Binomial logistic regression modeling then examined the relative importance of the 
independent variables of significance in the bivariate statistical regression with the 
dependent variables of attempting to accessing mental health, physical health, and 
substance use services post release (Table 2).  
Findings 
 
Population Description 
 This exploratory study examines sample of 100 men and women reentering the 
community within 30 days from a stay in prison or jail with a diagnosed substance use 
disorder. Of this sample, about one quarter identify as female (24%) and the rest as male 
(76%), with a mean age of 48.9 (SD= 9.8). White, non-Hispanics make up 29%, Black 
non-Hispanic 44%, American Indian 2%, Puerto Rican at 21%, Dominican at 2% and 
Cape Verdean at 2%. The majority of the sample have never been married (70%), with 
18% being divorced and 6% reporting being currently married. Many of the sample have 
found themselves living primarily in a controlled environment for the past three years 
(43%) which could mean prison/jail or another institution, with 18% living with family or 
friends, 7% living alone, and about a third (32%) reporting no stable living arrangement 
in the past three years, which frequently means homelessness or couch surfing with 
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friends. The average years of education completed less than that of a high school diploma 
or GED, at 10.9 years (about 11th grade). This sample has spent an average of 14.4 years 
incarcerated in their lifetimes (SD= 10.5), with 57% scoring a positive clinical PTSD 
diagnosis and 35% experiencing both physical and sexual abuse at some point in their 
lives. On average, this sample has spent 7.3 years drinking to intoxication, 9.3 years 
injecting heroin, and 11.2 years using more than one substance per day. Despite it all, this 
sample reports high levels of social support, with an average score of 69.1 on the MOS 
scale of 19-95. 
Bivariate Findings 
 At the bivariate level (Table 1), having a history of physical abuse, not spending 
time alone, reporting less substance use related problems in the last 30 days, reporting 
increase mental health problems in the last 30 days, attempting to access physical health 
services as well as noting that mental health treatment was important to them were all 
significantly associated with attempting to access mental health services. For attempting 
to access physical health services, higher scores on the TCL-40, attempting to access 
mental health services as well as noting that mental health treatment was important to 
them were significantly correlated. Being male, having more years of incarceration 
history, more years of heroin use as well as history of substance use treatment were all 
significantly associated with attempting to access substance use services post release for 
people with SUD. 
Logistic Regression Findings 
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The results of the health services utilization logistic regression model for mental 
health (Table 2) identified that having less reported drug related problems in the last 30 
days as well as signaling mental health treatment importance were significantly 
associated with attempting to access mental health services post release for people with 
SUD. Experience of past physical abuse, increased mental health problems in the last 30 
days as well as spending time alone were factors not significant at the multivariate level 
for this model.  For accessing physical health services post release (Table 3), neither 
attempting to access mental health services,TCL-40 score nor mental health treatment 
importance were statistically associated. Gender (being male) was significantly 
associated with attempting to access substance use services post release (Table 4), while 
signaling substance use treatment importance, years of lifetime heroin use, and years of 
incarceration history were not significantly associated at the multivariate level. 
Significance for these analyses was measured with a 95% confidence level. 
Mental Health 
 
 Seventy-four (74%) of the 100 participants in the sample reported wanting to 
access mental health services since their release from prison or jail in the last 30 days 
(Table 5). Of these 74 participants who described that they wanted to access mental 
health services post release, over half (54.1%, n=40) had experienced physical abuse, 
41.9% (n=31) have experienced sexual abuse, 40.5% (n=30) had experienced both 
physical and sexual abuse, 27.0% (n=20) had attempted suicide at some point in their 
lives (with two people [2.7%] attempting suicide in the past 30 days), and 62.2% (n=46) 
had a positive clinical diagnosis of PTSD (Table 6). 
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Of those 74 individuals who wanted to access mental health services, 42 (56.8%) 
reported facing barriers to accessing that care and 22 (29.7%) reported enabling 
(facilitating) factors that helped them access mental health care post release. See Table 3 
for a detailed description of barriers and facilitators. In summary, having a prior criminal 
record and the stigma related to a criminal record were the most reported barriers to 
accessing mental health services 38.1% (n=16), while 33.3% (n=14) reported waitlists 
related problems for mental health services and providers as being the biggest barrier. 
Both barriers related to reliable, affordable transportation and barriers with insurance and 
related paperwork follow with 11.9% (n=5) each, respectively. Two clients (4.8%) report 
their own sobriety as the largest barrier to accessing mental health services in the first 30 
days post release (Table 5). What is notable from the quotes in Table 5, that it is not 
transportation per se as a barrier, but money for transportation; it is not just a long waitlist 
to see a psychologist, but a one year wait list. These barriers are quite severe, and these 
clients clearly need ongoing and/or improved case management and funds to access 
mental health services. 
 Two main themes emerged from the open-ended responses to facilitating factors 
to accessing mental health services post release: 45.5% (n=10) report personal drive and 
motivation to get the services needed and 54.5% (n=12) report professional support from 
the prison staff and case managers in the community as the most helpful factor in 
accessing mental health services (Table 5). 
Physical Health 
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Eighty-six (86%) of the 100 participants in the sample reported they wanted to 
access physical health services since their release from prison or jail in the last 30 days 
(Table 7). Of the 86 participants who stated they wanted to access physical health 
services post release, over two-third (68.6%, n=59) report a chronic medical condition 
that interferes with their daily living, 64.0% (n=55) take prescribed medication on a 
regular basis for that medical problem, and about one third (33.7%, n=29) receive a 
pension for a physical disability (Table 8). 
In Table 7, barriers and facilitators to accessing physical health care are described. 
Of those 86 who wanted to access physical health services, 27 (31.4%) reported facing 
barriers to accessing physical health care and 30 (34.9%) reported experiencing enabling 
factors when trying to access that care post release. Similar to barriers with respect to 
accessing mental health services, long waitlists for a primary care physician (PCP) and 
other physical health care services was the most reported barrier at 33.3% (n=9). Other 
barriers were related to reliable, affordable transportation and barriers with insurance and 
related paperwork follow with 25.9% (n=7) each, respectively. Four clients (14.8%) 
reported stigma related to their past as the largest barrier to accessing physical health 
services in the first 30 days post release (Table 7).  
 Four main themes emerged from the open-ended responses with respect to 
facilitating factors to accessing physical health services post release, again with most 
clients (56.7%, n=17) reporting personal drive and motivation to get the services needed 
and 33.3% (n=10) report professional support from the criminal justice staff and doctors 
in the community as the most helpful factor in accessing mental health services. Two 
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clients (6.7%) report being “clean” (abstaining from substance use) as being a facilitating 
factor in accessing physical health services in the community, and one client (3.3%) 
reports support from family and friends in accessing physical health services as helpful 
(Table 7). 
Substance Use 
 
Sixty-four (64%) of the 100 participants in the sample reported they wanted to 
access substance use services since their release from prison or jail in the last 30 days 
(Table 9). Of the 64 participants who note their want to access substance use services 
post release, over half (53.1%, n=34) report injecting heroin for at least once year with an 
average of 11.8 years (SD= 15.1) heroin use in their lifetime (Table 10). 
Of those 64, 18 (28.1%) reported facing barriers to accessing substance use care 
and 32 (50.0%) reported experiencing facilitation in accessing that care post release. 
Finding affordable sober housing and staying clean to live in that sober housing was the 
most reported barrier at 44.4% (n=8). Both barriers related to stigma from the past and 
criminal records (27.8%, n=5) and the waitlists to get into sober housing (22.2%, n=4) 
follow. One client (5.6%) reports issues finding affordable, reliable transportation as the 
largest barrier to accessing substance use services in the first 30 days post release (Table 
9).  
 Four main themes emerged from the open-ended responses to facilitating factors 
to accessing substance use services post release, with the majority of respondents (40.6%, 
n=13) reporting professional support from the criminal justice staff and doctors in the 
community and 37.5% (n=12) report personal drive and motivation as the most helpful 
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factor in accessing mental health services. Five clients (15.6%) report being “clean” 
(abstaining from substance use) as being a facilitating factor in accessing physical health 
services in the community, and two clients (3.1%) reports support from family and 
friends in accessing substance use services as most helpful (Table 9). 
Discussion 
 
 While there are many factors associated with service engagement, we see a 
common theme with the variables in the binomial regression predicting both mental 
health and substance use service utilization for people with SUD post release. Signaling 
mental health treatment importance and less problems related to substance use in the last 
30 days significantly predicts accessing mental health services and being male 
significantly predicts accessing substance use services in this population of people with 
SUD leaving prison. It is important to know that acknowledging a service is needed 
predicts attempting to access that service; therefore, professionals in both social work and 
criminal justice can continue their work in explaining the importance of service 
utilization for people with SUD upon release from prison. Less substance use related 
issues in the past 30 days supports the qualitative finding from people with SUD, who 
note that their sobriety is one of the most important factors in being able to access health 
care services post release. Perhaps the predictive factor of identifying as male for 
attempting to access substance use services is due to the history of substance use 
treatment in the US was a service created by men for men, and women have more to lose 
when entering substance use treatment. Typically, women are the primary care takers of 
their children, and seeking treatment could threaten that, along with the threat of 
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authorities removing children from their care (Forman & Nagy, 2006). Changing this 
reality would require the institutions of Child Protective Services across the country to 
fundamentally modify the policies they support around parents with SUD. 
In the original qualitative study examining people with SUD and their reentry 
staff’s perceptions about access to physical health, mental health, and substance use 
services post release, we saw that people with SUD reentering the community from 
prison noted that mental health treatments and services were the most sought after and 
utilized post release. In this larger, mixed methods study, 86% of those surveyed noted 
that physical health services are the most sought after and utilized post release, followed 
by 74% noting mental health services and 64% noting substance use services are needed. 
Taking from the findings of the pilot study, this perception could be because of 
conversation between reentry staff and people with SUD about taking steps to get a 
person’s physical health needs addressed and stabilized as a precursor to mental health 
and substance use recovery.  
In addition to putting physical health first, we also see a shift from a focus on 
friends and family to professional support systems as an important part of reintegrating 
back into society from prison. While most people with SUD coming back into society are 
told by both criminal justice and social work professionals to lean on a supportive 
network of family and friends, we see that this is simply not an option for many. Instead 
this group notes that they primarily see relying on professional support, like their case 
managers, parole or probation officers, doctors, and clinicians, to help them reintegrate 
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back into society. Initially, this may seem detrimental to people with SUD’s recovery 
post incarceration, but this may actually be quite promising.  
Many of the barriers to reentry come from postincarceration policies and 
structural issues as impediments to thriving in the community post release for people with 
SUD. Having a criminal record is part of the exclusionary criteria for many employment 
opportunities and having a felony drug conviction excludes people in reentry from 
accessing government funds to attend college (Hall, Wooten, & Lundgren, 2016). This is 
problematic, as we know being employed and educated are protective factors for 
remaining successfully in the community post incarceration. If a drug user in reentry is 
structurally kept out of obtaining social capital through the labor market and higher 
education systems, then the barriers of not being able to afford safe and reliable 
transportation and sober housing are much more disabling, as this group is legally 
prevented from the traditional methods of advancing in American society. Additionally, 
not having access to Medicaid immediately post release as well as very few provider 
options and long waitlists for pertinent physical health, mental health, and substance use 
related care post release prove to show the structural barriers related to community 
reentry for drug users.  
Professional support can help people with SUD navigate the complexities of 
accessing physical health, mental health, and substance use services post release, as well 
as provide additional support and alleviate many of the barriers to accessing services that 
respondents noted in the survey. Professional support is especially important, as we are 
seeing large numbers of these drug using respondents with positive PTSD diagnoses, 
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high rates of past sexual and physical use, histories of suicide attempt, chronic physical 
health problems, and injection drug use histories, making this an exceptionally vulnerable 
and traumatized group of people constantly faced with starting over again each time they 
are plucked up from their communities and dropped into an institution. Drug using 
respondents mentioned barriers, like their criminal records, finding affordable and safe 
housing and transportation, waitlists for receiving needed care, gathering and paying for 
needed paperwork for identification, and issues with having their Medicare turned on 
immediately post release that professional support networks could undoubtedly help 
resolved or mediate. This speaks to a larger issue within community reentry, where we 
see large gaps in stability within connecting the incarcerated to services in the community 
upon release; we currently have no one institution providing any sense of consistency in 
the services received by people with SUD with incarceration histories. Specifically for 
the respondents in this study, where those sentenced to prison for drug related crimes are 
frequently filtering in and out of correctional facilities, hospitals, and mental health and 
substance use based institutions, we hear from the respondents that bridging the gaps 
between these institutions would markedly improve the lives of people with SUD post 
release in reentering the community. The community resources need to reflect the need of 
the populations reentering them, and this will come as the social construction of people 
with SUD changes from being looked at as a burden to the community instead of looking 
at this population as an opportunity to add to the development and success of the 
community through new jobs, resources and perspectives. The professional support 
networks in all of these institutions need to develop permanent and formal modes of 
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communication in order to improve the lives of not only the people with SUD, but the 
entire society in which they return.  
Limitations 
 
This study does not use medical records to confirm claims made in self-report 
data. Small convenience sample. Additional limitations include the pressure to answer 
questions in a socially desirable way due to participant/researcher power dynamics, being 
under the influence of drugs or alcohol during the quantitative survey data collection and 
open-ended responses, and/or the additional limitations of self-report of barriers and 
facilitators. Lastly, given that these interviews were completed in Boston under 
Massachusetts law (which is progressive in terms of criminal justice reform for people 
with SUD), these results may not be generalizable to the US drug using population with 
criminal records. 
Conclusion and Recommendations for Future Research 
 
 The findings of this study magnify the need for integrated care and social support 
for people with SUD integrating back into society from prison. There is an undeniable 
need for more integrated care for the entire population, but in a criminal justice 
population with strong mental health, physical health, and substance use histories who 
want to access services, integrated care is critical to ensure a smooth transition into the 
community and into the hands of competent and long-term service providers to promote 
healthy living and to prevent recidivism. States could even employ a continuum of care 
from the prison to the community, so that those with mental health, physical health, and 
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substance use histories who want to access services may avoid many of the barriers listed 
in the findings of this research.  
The findings of this study show the importance of social support as a protective factor 
for successful integration into society after prison for people with SUD, not only from 
family and friends, but from professionals in the field. In addition to this, we see the need 
to go back to basics: making sure drug users in reentry have immediate access to safe and 
affordable transportation and housing through social programs. Natural to the cycle of 
addiction and incarceration, many people experiencing this have fragmented relationships 
with family and friends, so being able to rely on professional support in the community is 
essential during the time of reentry into society from prison. People with SUD have few 
advocates, but this is an instance where social work and criminal justice professionals can 
demand more resources for this population based on the communities they reenter. When 
a person with SUD leaving prison has more resources, the chances of relapse or recidivism 
are reduced (Visher & Farrell, 2005). If people with SUD were less likely to return to prison 
or relapse, society’s social construction of this population could change how we view 
addiction from criminalization to medicalization and a chronic disease. Therefore, the 
negative social construction could wean. These advocates can create and develop resources 
in the communities that people with SUD return to, like substance use, physical health, and 
mental health treatment centers, and employment, education, housing, transportation, and 
family assistance programs. This will create social capital for people with SUD and 
incarceration histories, which will in turn reduce relapse and recidivism upon the transition 
from prison to the community (Rose & Clear, 2003).  
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Future research on this issue should include a much wider study that spans across 
many states to provide an updated figure of the incarcerated who have experienced and 
continue to experience barriers to accessing services post release. For example, we know 
that individuals with strong connections to familial support have better outcomes post 
release (Naser & LaVigne, 2006), though the population in this study mentioned very 
little possible support from family and friends and relied much more on professional 
support to help with reintegrating into the community from prison. Therefore, future 
research funding must continue to expand and give precedent to those providers working 
with reentry populations, focusing on integrated health care, spanning across physical 
health, mental health, and substance use provider services. 
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Table 5. Bivariate Statistics for Health Services Utilization (n=100) 
Table 5: Bivariate statistics for health 
services utilization (N=100) 
   
 
 
 
Variable 
 
Mental Health 
Services 
% or Mean (SD) 
 
Physical Health 
Services 
% or Mean (SD) 
 
Substance Use 
Services 
% or Mean (SD) 
Gender    
Women       21% 22% 9% 
Men       53% 64% 55%** 
    
Spending time alone    
Yes      28% 35% 30% 
No      46%* 51% 34% 
    
History of physical abuse    
Yes      40%* 44% 33% 
No      34% 42% 31% 
    
Score of TCL-40   48.59 (17.72)    48.21 (17.58)*     47.27 (16.18) 
    
Incarceration history (years)   14.71 (10.52)    14.37 (10.61)   16.04 (10.94)* 
    
Attempting to access physical health 
services 
 
  
Yes 68%** -- 56% 
No 6% -- 8% 
    
Attempting to access mental health services    
Yes -- 68%** 45% 
No -- 18% 19% 
    
Mental health treatment importance    
Yes 65%** 71%* 49% 
No 9% 15% 15% 
    
Mental health problems in the last 30 days  
(number of days) 
   8.01 (11.42)*    
   6.98 (10.92) 6.38 (10.79) 
    
Past heroin use (years)     8.18 (11.44)      9.74 (13.45)  11.80 (15.05)* 
    
Substance use treatment history (number of 
times) 
   5.89 (10.08) 
    6.37 (10.83)    7.33 (11.93)* 
    
Substance use problems in the last 30 days 
(number of days) 
   1.39 (5.63)*    2.66 (7.88)     2.98 (8.34) 
p<.05* p<.01** p<.000***    
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Table 6. Mental Health Services Logistic Regression (n=100) 
Table 6:  Logistic Regression: Characteristics significantly associated with utilizing 
mental health services post release (n=100) 
 
Attempted to access mental health services 
Population characteristics Odds Ratio (95%CI: lower, upper) 
Spending time alone 2.47 .822, 7.42 
History of physical abuse .506 .162, 1.58 
   
Attempting to access physical health 
services 
.27 .07, 1.09 
   
Mental health treatment importance .28* .08, .95 
   
Mental health problems in the last 30 
days 
1.06 .99, 1.13 
   
Substance use problem in the last 30 
days 
-.925* .86, .99 
   
Model Chi Square X2 = 28.29, df =6, p 
<.000 
  
Nagelkerke R Square = .361   
aReference   
p<.05* p<.01** p<.000*** 
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Table 7. Physical Health Services Logistic Regression (n=100) 
Table 7:  Logistic Regression: Characteristics significantly associated with utilizing 
physical health services post release (n=100) 
 
Attempted access to physical health services 
Population characteristics Odds Ratio (95%CI: lower, upper) 
Score of TCL-40 1.03 .992, 1.07 
   
Attempting to access mental health 
services 
.283 .08, 1.02 
   
Mental health treatment 
importance 
.574 .15, 2.20 
   
Model Chi Square X2 = 11.04, df =3, 
p <.000 
  
Nagelkerke R Square = .118   
aReference   
p<.05* p<.01** p<.000*** 
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Table 8. Substance Use Services Logistic Regression (n=100) 
Table 8:  Logistic Regression: Characteristics significantly associated with utilizing 
substance use services post release (n=100) 
 
Attempted to access substance use services 
Population characteristics Odds Ratio (95%CI: lower, upper) 
Gender 3.70** 1.24, 11.06 
   
Incarceration history (years) 1.03 .985, 1.08 
   
Past heroin use (years) 1.02 .963, 1.07 
   
Substance use treatment history (number 
of times) 
1.06 .989, 1.14 
   
Model Chi Square X2 = 18.51, df =4, p <.000   
Nagelkerke R Square = .232   
aReference   
p<.05* p<.01** p<.000*** 
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Table 9. Mental Health Services Barriers and Facilitators 
Barriers (n=42) 56.8% Facilitators (n=22) 29.7% 
Transportation (n=5) 11.9% Personal Drive & Motivation (n=10) 45.5% 
• “So hard to get to every appointment 
on time when you have no money to 
get anywhere or no license and car.” 
• “Keeping my appointments and not 
blowing them off.” 
• “Many issues with the cost of 
transportation.” 
• “I got on the ball for once.” 
Insurance/Paperwork (n=5) 11.9% Professional Support (n=12) 54.5% 
• “Getting the correct ID for services is 
difficult because you need ID to get 
more ID.” 
• “My case manager made sure my 
MassHealth was turned on right away 
so I could get the medication I 
needed.” 
• “My insurance was not turned on 
when I was released which made it 
take longer to get the psych meds I 
need.” 
• “My therapy was scheduled before I 
even left prison.” 
Criminal Record/Stigma (n=16) 38.1%  
• “I always feel like I’m being 
questioned and watched.” 
 
• “Clinicians are very hard to open up 
to and once you do they either leave 
or you fall into more trouble.” 
• “My mental health counselor was 
insensitive to the fact that I was just 
incarcerated.” 
 
Waitlist (n=14) 33.3%  
• “My therapist retired and I needed to 
wait very long for a new one; I was 
told I ‘fell through the cracks.’” 
 
• “One year waiting list for a 
psychologist.” 
 
Sobriety (n=2) 4.8%  
• “They say, ‘If you’re not willing to 
take medication, then why are you 
here?’ Not understanding that taking 
medication is a trigger for me.” 
• “I just need to get it. I started getting 
high again then decided enough was 
enough.” 
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Table 10. Mental Health Services User Demographics 
Variable N (Percentage) 
Experienced Physical Abuse N=40 (54.1%) 
Experienced Sexual Abuse N=31 (41.9%) 
Experienced Both Physical and Sexual Abuse N=30 (40.5%) 
Attempted Suicide N=20 (27.0%) 
Attempted Suicide in the Past 30 Days N=2 (2.7%) 
Positive Clinical Diagnosis of PTSD N=46 (62.2%) 
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Table 11. Physical Health Services Barriers and Facilitators 
Barriers (n=27) 31.4% Facilitators (n=30) 34.9% 
Transportation (n=7) 25.9% Personal Drive and Motivation (n=17) 
56.7% 
• “Appointments are too far away and I 
have no money to access 
transportation to keep them.” 
• “Being patient allowed me to 
finally get the care I need.” 
• “Hard to get to appointments without 
reliable and affordable 
transportation.” 
• “Being able to make my own 
appointments helped keep me 
accountable.” 
 • “Going to Planet Fitness has 
kept me active.” 
Insurance (n=7) 25.9% Being clean (n=2) 6.7% 
• “Was not released with health 
insurance so it was very hard to 
continue to care for my three gunshot 
wounds.” 
• “Staying sober.” 
• “Health insurance didn’t pay what was 
needed, leaving me with large 
medical bills I can’t pay.” 
• “Issues finding a PCP that is enrolling 
new clients and takes my insurance.” 
 
Criminal Record/Stigma (n=4) 14.8% Support from family/friends (n=1) 3.3% 
• “While applying for health insurance, I 
couldn’t read and the people around 
me made me feel bad about that, 
made me feel like I’m lying about my 
past.” 
• “My wife works as an HIV case 
manager and helps me 
manage my HIV and gives me 
rides to my appointments” 
• “Stigma related to my record.”  
Waitlist (n=9) 33.3% Professional Support (n=10) 33.3% 
• “Long process with waitlists to get 
what is needed.” 
• “At the pre-release, a PCP was 
set up for me as well as being 
signed up and all set with 
Mass Health.” 
• “Took four months to get a PCP.” • “I’ve had the same doctors for 
15 years off and on when I’m 
in and out of prison. We 
always pick back up where we 
started.” 
• “Was going to a great doctor that also 
offered parenting classes and then 
the program closed because funding 
was cut and they couldn’t afford the 
building so now I am on a waitlist.” 
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Table 12. Physical Health Services User Demographics 
Variable N (Percentage) 
Has Chronic Medical Problems N=59 (68.6%) 
Takes Medication Regularly for Medical Problem N=55 (64.0%) 
Receives a Pension for a Physical Disability N=29 (33.7%) 
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Table 13. Substance Use Services Barriers and Facilitators 
Barriers (n=18) 28.1% Facilitators (n=32) 50.0% 
Transportation (n=1) 5.6% Personal Drive and Motivation (n=12) 
37.5% 
• “I live outside of Boston but all day 
treatment programs are in Boston. I 
don’t have transportation.” 
• “I was persistent, called as 
early and often as I could with 
sober housing.” 
 • “Staying humble, staying 
committed, and being patient! I 
came at it with a different 
mindset this time. 
Criminal Record/Stigma (n=5) 27.8% Being clean (n=5) 15.6% 
• “The manslaughter on my record 
prohibits me from obtaining any 
halfway or sober living housing.” 
• “Being on Vivitrol was the best 
decision I ever made.” 
• “New prescriber is judgmental, asking 
me: ‘you weren’t on suboxone in jail, 
why do you need to be on it now?’ as 
if I was automatically going to start 
abusing it due to my substance use 
history.” 
• “For the first time I was honest 
with myself and other about 
using.” 
• “They wouldn’t let me go out and do 
things at my halfway house; I felt 
stigmatized when I was sleeping with 
the ‘are you high?’ accusations.” 
• “I just got tired of using. I am 
determined this time around to 
not settle for second best.” 
Waitlist (n=4) 22.2% Support from family/friends (n=2) 3.1% 
• “Hard to get into a halfway house- 
there are too many people waiting. 
We need to make treatment longer so 
people don’t have to go to the shelter 
because it is impossible to stay clean 
in a shelter.” 
• “My family gave me a place to 
live where no one is using.” 
• “You need to be on top of programs 
and call and call everyday or you will 
never get off the waitlist.” 
• “Connections and 
recommendations from my 
wife- you have to be patient 
and wait in line.” 
Sobriety/Sober Housing (n=8) 44.4% Professional Support (n=13) 40.6% 
• “Finding an affordable sober living 
community is so difficult.” 
• “The feds got me into a sober 
living facility.” 
• “Hard to find sober housing when 
living off the street.” 
• “Shelters are wet, which is bad for 
someone coming out of prison and 
trying to stay clean.” 
• “The suboxone clinic at BMC 
gave me medication 
immediately which was helpful 
in trying to stay clean.” 
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Table 14. Substance Use Services User Demographics 
Variable N (Percentage) | Median (SD) 
Have Injected Heroin For At Least 1 Year N=34 (53.1%) 
Average Years Heroin Use 11.8 years (15.1) 
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Figure 2. Schneider & Ingram (1993) Social Constructions and Political Power 
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CHAPTER 5: CONCLUSION 
This dissertation contributes to the growing body of literature examining the 
experiences of the formerly incarcerated and how they make their transition back into the 
community. This work specifically focuses on exploring the life experiences of people 
with SUD with incarceration histories, as well as how this group perceive both need and 
accessibility of physical health, mental health, and substance use services in their 
communities shortly after leaving prison.  Past studies have explored the importance of 
supportive networks post release for people with substance use disorder (SUD) leaving 
prison to reduce relapse and recidivism (Binswanger, et al., 2012; Inciardi, Martin, & 
Butzin, 2004; Kissman & Torres, 2004; Spjeldnes, Jung, Maguire, & Yamatani, 2012).  
This dissertation aims to explore the potential impact of postincarceration policies as 
barriers to reentry from people with SUD leaving prison and attempting to access 
physical health, mental health, and substance use services. The first study attempts to 
builds off of the Lundgren, Curtis, and Oettinger (2010) definition of postincarceration 
policy, defining postincarceration policies as legal, punitive policies targeted at the 
formerly incarcerated which pose additional barriers to community reintegration during 
reentry. Policies with specific language targeting the formerly incarcerated to keep a 
resource or benefit from this group due to their past incarceration were included in this 
analysis, which explores a small number of national, state, and local polices and analyzes 
the unintended consequences of the policies for those leaving US jails/prisons and 
reentering the community. 
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Given the importance of postincarceration policy as a potentially major barrier for 
those with SUD leaving prison and reintegrating back into the community as established 
in previous research (Lundgren, Curtis, & Oettinger, 2010) and in Study 1, the second 
study (a qualitative study) considered if  people with SUD leaving prison signal a need to 
access physical health, mental health, and substance use services, as well as their 
perceptions of barriers that impact their ability to access these services. Reentry staff 
were also interviewed to get their viewpoint of the barriers to accessing physical health, 
mental health, and substance use services for the clients they serve. Stemming from the 
Gelberg, Andersen, and Leake (2002) health services utilization model, we get an inside 
look at the predisposing, enabling, and need factors impacting service utilization for 
people with SUD leaving prison. Therefore, the third study explores the demographics 
and relevant history of the population with SUD leaving prison and reentering the Boston 
metro area, as well as examining, again, perceived need in accessing physical health, 
mental health, and substance use services as well as barriers.  Additionally, factors 
associated with service seeking are explored.  
 The conclusion chapter of this dissertation will provide a review of this 
dissertation’s findings and will provide an overall discussion of the dissertation’s 
contributions to the field.  A brief summary of the findings of each study will be 
provided. The limitations of the current research and ways for future research can build 
on these studies will be noted.  Finally, the implications for those working to help people 
with SUD reintegrating into the community from prison, particularly service 
professionals in the fields of social work and criminal justice, as well as family and 
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friends looking to support, understand, and advocate for their loved ones as they 
transition from prison to the community are discussed.  
Summary of the Findings and Their Contributions 
Study 1 
   This article provides a critical analysis of postincarceration policies and argues 
the implementation of punitive postincarceration policies negatively impact the 
likelihood of successful prisoner reentry in addition to posing barriers to recidivism 
prevention. A critical policy analysis is employed to develop a theoretical framework for 
understanding one of the drivers of recidivism in the United States: postincarceration 
policy, which create additional barriers to community reintegration for people with SUD 
leaving prison.  
Due to the importance of supportive policy to a person leaving prison’s successful 
reentry to society, a variety of postincarceration policies are examined, with discussion of 
the impact of these policies on recidivism and relapse for people with SUD.  The 
postincarceration policies reviewed were found to create additional barriers to community 
reintegration for people with incarceration histories. The policies are inconsistent 
between state and federal governments, which result in some states having significantly 
more punitive consequences of incarceration than other states (Bushway, 2011). These 
policies result in negative consequences for individuals in reentry, society at large, and 
other social policies and programs.   
Study 2 
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 Evidence demonstrates linkages from the prison to community-based care can 
help improve a variety of health outcomes for this people with SUD leaving prison (Rich, 
et al., 2014). Coordination between reentry service providers, correctional staff, probation 
and parole is often fragmented, resulting in poor service engagement and outcomes. The 
longer those in need go without treatment, the worse their symptoms will become. 
Treatment for mental health, physical health, and substance abuse symptoms could 
potentially reduce recidivism, which lowers costs to the community (Aos, Miller, & 
Drake, 2006). Using Gelberg, Andersen, and Leake’s (2000) Health Services Utilization 
Model that looks at the role of predisposing, enabling, and need factors, this paper aims 
to capture the success and challenges of people with substance use disorders attempting 
to access physical health, mental health, and substance use services in the community 
upon their recent release from prison, as well as hearing from the reentry specialists 
which assist people with SUD in accessing services in the community upon return from 
prison.  
People with SUD leaving prison identified their past history with mental illness, 
substance use, incarceration, homelessness, victimization, and personal motivation to 
access services as predisposing factors in accessing health services post release. 
Identified enabling factors of a supportive professional staff, insurance coverage, 
sobriety, informal support from family and friends, social stigma around substance 
use/incarceration, wait times for needed services, as well as affordable and available 
transportation and housing were mentioned. Need factors of acknowledging the need to 
access mental health, physical health, and substance use services post release were also 
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noted. Reentry specialists saw systems level, postincarceration policy factors impacting 
clients immediately after release (like having to reinstate Medicaid health insurance, a 
MA state ID/driver’s license, reapplying for public assistance benefits, lack of affordable 
housing inclusion) as well as clients’ mental health, physical health, and substance use 
needs not being addressed as the most pressing enabling factors to accessing health 
services post release. In line with this conceptual model, the population characteristics 
influence the health behavior and outcomes of people with substance use disorders 
leaving prison and reentering society, attempting to utilize health services. Due to the 
numerous intricacies in the factors listed in this study, this specific population’s positive 
outcomes in the community are even more difficult to obtain. 
Study 3 
While barriers to community reintegration are common for people with SUD, a 
supportive environment in the community to return to helps ensure more service use 
connections (Sung & Richter, 2006). People with SUD attempting to reenter the 
community from prison are more likely to be successful with support from their social 
networks (both informal, like family and friends, and formal, professional supports) and 
resource rich communities (Binswanger, et al., 2012; Mowen & Visher, 2015), though 
access to these types of protective factors are not common to the reentry experience for 
people with SUD. Since expanding on the first qualitative phase of the study, additional 
theories focusing on community resources and social construction as part of this study’s 
conceptual framework in order to explore how macro level factors impact the access people 
with SUD leaving prison have to health care services. Kubrin and Stewart (2006) examined 
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the role of neighborhood context in predicting recidivism for people as they transition from 
prison back to the community. A community level theory like this focuses on the 
undeniable influence of community context in people with SUD’s lives, and theorizes those 
who return to disadvantaged, resource poor neighborhoods will be more likely to recidivate 
or relapse than those who return to resource rich, affluent neighborhoods. Furthermore, 
Schneider and Ingram (1993) developed a model of social constructions and political 
power, showing that people with SUD and those with incarceration histories are part of a 
labeled group in society that has a negative social construction attributed to their image 
while simultaneously having weak political power. Because they are labeled negatively, 
their needs are not met nor their voices heard in community or federal level policy, which 
in turn gives this group weak political power. People with SUD reentering the community 
are disenfranchised, leaving them no representation in what kinds of treatment and 
treatment accessibility they will have available to them upon release. 
Binomial logistic regression modeling examined the relative importance of 
predictor variables of significance in the bivariate statistical regression with the 
dependent variables of attempting to accessing mental health, physical health, and 
substance use services post release. The results of the health services utilization logistic 
regression model for mental health identified that having less reported drug related 
problems in the last 30 days as well as signaling mental health treatment importance were 
significantly associated with attempting to access mental health services post release for 
people with SUD. Physical abuse history, increased mental health problems in the last 30 
days as well as spending time alone were factors not significant at the multivariate level 
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for this model.  For accessing physical health services post release, neither attempting to 
access mental health services,TCL-40 score nor mental health treatment importance were 
statistically associated. Gender (being male) was significantly associated with attempting 
to access substance use services post release, while signaling substance use treatment 
importance, years of lifetime heroin use, and years of incarceration history were not 
significantly associated at the multivariate level.   
Contributions to the Literature 
 The three studies that constitute this dissertation build on and contribute to the 
growing literature examining the experiences of people with SUD leaving prison, which 
constitute a large percentage (approximately 68%) of people leaving prison and 
reentering our communities (Karberg & James, 2005). Study 1 builds on the work of 
Lundgren, Curtis, and Oettinger (2010), who were the first to coin the term 
“postincarceration policy.”  Study 1 expands on the definition of postincarceration policy 
from this study and demonstrates, through critical policy analysis, that postincarceration 
policies need to be abolished or significantly modified in order to be facilitative to 
community reintegration for people with SUD leaving prison.  
Building on Study 1, Study 2 considered voice of both people with substance use 
disorders reentering society after prison and the reentry specialists who work with them 
as they navigate access to mental health, physical health, and substance use services post 
release. More specifically, the study was designed to explore participants’ (both people in 
reentry themselves as well as the reentry staff who facilitate their reentry) perceptions of 
the predisposing, enabling, and need factors in accessing physical health, mental health, 
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and substance use services post release as described by Gelberg, Andersen, and Leake 
(2002). While the Gelberg, Andersen, and Leake (2000) model does discuss population 
characteristics as an important piece of health services utilization, it fails to delve deeper 
into the picture, looking at institutionalized racism and discriminate policing practices 
that disproportionately incarcerate black men from poor communities for drug offenses. 
This model does not consider the macro/policy level factors that also might impact health 
services utilization, and Study 2 expands on the Gelberg, Andersen, and Leake (2000) 
model to include this level of application.  
 Similar to Study 2, Study 3 builds off of the research in Study 2 and the research 
of Begun, Early, & Hodge (2016) who examined service needs post release as well as the 
barriers faced in accessing needed services; Seiter and Kadela (2003) who discussed the 
impact of health on community reintegration; and Woods, Lanza, Dyson, and Gordon 
(2013) finding continuity in health care as a protective factor of successful community 
entry for those leaving prison. By employing quantitative methods to examine descriptive 
of people with SUD leaving prison, as well as the predictive factors associated with those 
people with SUD who seek physical health, mental health, and substance use services 
post release, this study is unique in that this group was interviewed within the first 30 
days of leaving prison. 
Overall Limitations and Directions for Future Research 
While this dissertation contributes to the body of research examining predictive 
factors of health services utilization as well as the role of postincarceration policy in 
perceived barriers for people with SUD leaving prison, it does have several overall 
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limitations that should be noted. While this research helps explain the predisposing, 
enabling, and need factors (as seen in Gelberg, Andersen, and Leake, 2000) to a 
successful reentry for people with substance use disorders, it may underestimate the role 
that the individual has in his or her trajectory to reduce relapse and recidivism upon 
community reentry from prison (Visher & Travis, 2003). This dissertation was focused 
on examining macro level, postincarceration policies as factors (rather than individual 
traits) that impact health services utilization within 30 days after release from prison for 
people with SUD, though personal motivation to access services did come up in both 
client and reentry staff interviews as a theme. Another limitation is that this dissertation 
does not use medical records to confirm claims made in self-report data and does use a 
small convenience sample. Additional limitations include the pressure to answer 
questions in a socially desirable way due to participant/researcher power dynamics, 
perhaps being under the influence of substances during the survey and/or interview. 
Lastly, given that these surveys and interviews were completed in Boston under 
Massachusetts law (which is considerably progressive in terms of criminal justice reform 
for people with substance use disorders), these results may not be generalizable to the US 
population of people with SUD reentering the community from prison.  
The findings of this three-study dissertation show the importance of social support 
as a protective factor for successful integration into society after prison for people with 
SUD, not only from family and friends, but from professionals in the field. Future research 
on this issue should include a much wider study that spans across many states to provide 
an updated figure of the incarcerated who have experienced and continue to experience 
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barriers to accessing services post release to see if there are different barriers faced in 
different states, as postincarceration policies in states vary so widely. For example, we 
know that individuals with strong connections to familial support have better outcomes 
post release (Naser & LaVigne, 2006), though the population in this study mentioned very 
little possible support from family and friends and relied much more on professional 
support to help with reintegrating into the community from prison. Therefore, future 
research must continue to focus on critically analyzing social welfare policies, identifying 
barriers to successful community reintegration, and providing recommendations for 
community and federal policymakers to modify policy to be supportive of the transition 
from prison to the community for people with SUD.   
 
Implications for the Formal and Informal Sector Assisting People Leaving Prison 
with SUD 
 The implications for those working to help people with SUD reintegrating into the 
community from prison, particularly service professionals in the fields of social work and 
criminal justice, as well as family and friends looking to support, understand, and 
advocate for their loved ones as they transition from prison to the community, are 
important in the findings of this dissertation. While postincarceration policy was not 
discussed directly, the myriad of barriers faced by people with SUD leaving prison and 
returning to the community can be related to the policy context in which they live. For 
example, barriers to accessing physical health, mental health, and substance use services 
post release were commonly related to finances, whether it was not enough money for 
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transportation or housing. Additionally, issues with insurance and wait times for services 
post release were also mentioned as barriers. Finally, sobriety and social stigma were 
barriers to successful community reintegration through accessing health services. These 
could be alleviated with the expansion of social programs. This leaves both the formal 
sector (case managers, clinicians, parole/probation officers) and the informal sector 
(family, friends, communities) of people leaving prison with SUD with a directive of 
advocacy towards the expansion of social welfare policy to include this group during a 
vulnerable time where they need the most support. If we expand social programs in the 
US to include people with SUD in reentry, additional funds would be allowed to support 
safe and affordable transportation and housing, insurance could be universal and accepted 
by more providers which would make it easier for people with SUD to access quality 
SUD treatment to address their sobriety. With more encapsulating social welfare policy, 
social stigma felt by people with SUD upon release could lessen, as with more 
community supports in place through policy, society may start to see this group in a 
different light. Without as many barriers to health services post release, people with SUD 
would have far lower rates of relapse and recidivism and could likely reintegrate and 
blend back into their communities. Together, the three studies presented in this 
dissertation suggest a number of barriers to successful community reintegration for 
people with SUD leaving prison, though recommendations for change show many of 
these barriers may be alleviated with the expansion of social welfare policy to include 
this vulnerable group. 
Conclusion 
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 Research has long shown the importance of supportive networks post release for 
people with substance use disorder (SUD) leaving prison to reduce relapse and recidivism 
(Binswanger, et al., 2012; Inciardi, Martin, & Butzin, 2004; Kissman & Torres, 2004; 
Spjeldnes, Jung, Maguire, & Yamatani, 2012). Research shows that health services 
utilization, specifically, post release is an enabling factor that may lead to relapse and 
recidivism if barriers prohibit access (Begun, Early, & Hodge, 2016; Binswanger, et al., 
2012).  Therefore, the successful community reintegration of people with SUD leaving 
prison is dependent on navigating access to these health care services.  This dissertation 
highlights the fact that there are salient micro and macro level predisposing, enabling, 
and need factors that impact health service utilization for people with SUD post release. 
The three studies presented in this dissertation contribute to the growing literature 
regarding the micro and macro level barriers to health services for people with SUD 
leaving prison and provide recommendations on how to deconstruct these barriers 
through a community policy advocacy approach. 
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Appendices 
 
Appendix 1. Qualitative Pilot Interview Guide 
 
Introduction: Thank you for volunteering today’s interview. The purpose of this meeting is 
for us to hear your experiences about helping clients to access mental health, physical health, 
and substance use services after their release from prison. I will ask you about your thoughts 
and experiences so that we can identify ways to improve care in the Boston metro area. Any 
information given during this meeting will be used for research purposes only. When we 
share this information with the team for quality improvement purposes, we will not include 
names.  
 
1. Since your clients have been back in the community, have you attempted to access mental 
health care services for your clients? (i.e. visits with a therapist, psychologist, psychiatrist).  
 
a. If yes, please describe that experience?  
 
i. Did you come across any issues accessing mental health care services for your 
clients? (i.e. transportation, insurance, criminal record).  
 
ii. Were there any strategies that helped in accessing these mental health care 
services for your clients?  
 
2. Since your clients have been back in the community, have you attempted to access 
physical health care services for your clients? (i.e. visits with a primary care physician, 
emergency room, outpatient care).  
  
a. If yes, please describe that experience?  
 
i. Did you come across any issues accessing physical health care services for 
your clients? (i.e. transportation, insurance, criminal record).  
 
ii. Were there any strategies that helped in accessing these physical health care 
services for 
 your clients?  
 
3. Since your clients have been back in the community, have you attempted to access 
substance use services for your clients? (i.e. detox, residential treatment, sober-living 
housing).  
  
a. If yes, please describe that experience?  
 
i. Did you come across any issues accessing substance use services for your 
clients? (i.e. transportation, insurance, criminal record).  
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ii. Were there any strategies that helped in accessing these substance use 
services for your clients?  
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Appendix 2. Mixed-Methods Survey Protocol 
 
Dear Subject #  , 
 
 
You have been consented to partake in a research study 
examining barriers and facilitators to accessing mental health, 
physical health, and substance use services post release. You 
will be given a $15 CVS gift card for your time for this survey. If 
you are chosen for an interview, you will be compensated an 
additional $10 CVS gift card for your time. 
 
At any time during this survey or interview you have the right to 
ask the researcher to stop your participation. You can also 
contact the researcher after your participation with any 
questions you may have. 
 
Sincerely, 
 
Taylor Hall 
Doctoral Researcher 
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